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RE YOU PREPARED 
FOR THEIR 
QUESTIONS ? 


Explaining menstruation to 
young girls is a delicate matter. You want to 
do it clearly and simply . . . to answer their 
questions with ease. 

That’s why more and more teachers, pa- 
rents and nurses are taking advantage of this 
integrated program of medically-approved 
educational material. 
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wii 


1. “Growing Up and Liking It” — a booklet for girls 
12 and older. Fully explains menstruation... 
includes tips on health, beauty and poise. 
Available in quantity. 

2 Educational Portfolio on Menstrual Hygiene — 
complete teaching portfolio. Includes four 


graded booklets, large anatomical chart and 
a teaching guide. 


3. “Molly Grows Up” — award-winning movie for 
girls 9 to 14. The first on menstruation done 
with live actors, 16mm sound, black and white. 
Running time — 15 minutes. (On free loan.) 


“Confidence because...You Understand Menstruation” 
— new 35mm color filmstrip (including 
teacher’s manual) for girls 14 and older — the 
first on menstrual hygiene. Versatile teaching 
aid, may be stopped at any time for discus- 
sion, with or without sound. Available as a 
permanent addition to your audio-visual 
library or on free loan. 


Director of Education, Personal Products Ltd. 
4795 St. Catherine St. W., Montreal 6, Que. 
This program, lease send me 


free: 


New 35mm filmstrip, ““CONFIDENCE because . . . You Understand 
Menstruation” without sound [) with sound. 
in part, is 16” 3313 rpm (Transcription disc) 
() 12” 334% rpm (Regular) 
yours FREE 16mm movie, ‘* Molly Grows Up” (On free loan). 


Date wanted 


complete or 


__.. Copies of “Growing Up and Liking It” 

from the makers of Educational Portfolio on Menstrual Hygiene 

Modess* Sanitary Name 

Napkins and School or Health Unit i 

Belts. Grade Course........ 
Street 

*Trade Mark RS icictaisiccs 
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Foster Home Care for the Psychiat.ic Patient 
JEAN DORGAN!, M.S.W. 


— history of medicine provides many examples of home care for the 

mentally ill. Until the eighteenth century treatment for the mentally ill 
was more closely linked to religion than it was to medicine. The Greeks had 
temples to which the mentally ill could repair in search of a cure (10) and 
the New Testament provides examples of sufferers being brought to Christ for 
exorcism of devils. Since mental hospitals did not exist it is presumed that 
patients were cared for by their families, in the homes of others, or simply 
left to wander. In early colonial times cases are recorded in which municipali- 
ties paid for the maintenance of a mentally ill or retarded person in the home 
of a citizen (a form of indenture) or assisted a family to maintain a relative 
at home (5). 

“Boarding home care” is a loose term and can refer to a variety of plans 
ranging from nursing homes that care for an undifferentiated group of chronic- 
ally ill patients who are unable to benefit from active therapy in a hospital, to 
a single placement in a carefully selected foster family as the final step in 
rehabilitation. 

In Europe, the boarding out of psychiatric patients has been practised for 
many years. Perhaps the best known and oldest example of this form of care 
is at Gheel in Belgium (16). Tradition tells us that St. Dymphna was martyred 
there in the sixth century and that the scene of her martyrdom became a 
religious shrine to which pilgrims, particularly the mentally ill, came from all 
over Europe. Treatment was entirely a matter of religion and the Church 
built an annex where mentally i!l persons could remain for nine days. If a 
cure was not effected in that time patients sought shelter in the homes of the 
inhabitants of Gheel in order to remain for a longer period. In the fifteenth 
century the Pope granted absolution to all who housed the mentally ill in their 


1Consultant in Social Work, Mental Health Division, Department of National Health and 
Welfare, Ottawa. 
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homes. The family care system seems to have developed in this way. In 1852, 
the colony became a state institution and an infirmary of two hundred beds 
was built. Patients still come to Gheel from all over Europe and may be 
placed with families immediately or kept in the infirmary for a period of 
observation. The infirmary is reserved for acutely ill patients although, at 

times, very ill patients are placed in family care. Gheel is divided into five 
sections each having its own doctor and two nurses who visit the patients 
regularly. Patients are admitted to the infirmary when necessary upon the 
recommendation of the doctor. Great emphasis is placed upon matching 
patient to family and there is no limit to the number of times a patient can be 
moved in order to secure the most satisfactory placement. Although board 
rates are low there are always many families ready to take patients. Some 
patients who can work contribute in part to their own support. Recovered 
patients are encouraged to return home although some have settled in Gheel. 
In 1952, the total population of Gheel was 20,000 and there were 2,700 boarded- 
out patients. (16) 

Malevoz Mental Hospital at Mouthey, Switzerland, also has an extensive 
boarding-out system with a relatively ‘small mental hospital. Patients from 
Malevoz hospital are placed in various districts and heavy concentration of 
patients is avoided. Social workers at Malevoz travel long distances to visit 
patients. 

A basic human need of every individual is to be a member of a family—to 
“belong” somewhere. Social scientists tell us that children who spend their 
formative years in institutions develop more slowly and are less responsive 
than those whose every achievement is applauded by loving, encouraging 
parents. Likewise, the adult who spends a long time in an institution is in 
danger of losing the ability to socialize and of becoming overly dependent and 
passive since opportunities for self-direction are lacking. 

In Europe it has long been recognized that psychiatric patients recover 
sooner in family care and with less deterioration. It must also be recognized 
that in many cases home care programs developed because they are less ex- 
pensive than hospitalization. 

The eighteenth century was a time of reform in methods of care for the 
mentally ill in Great Britain and in North America. Daniel Tuke in England, 
Phillipe Pinel in France and Benjamin Rush, James Kirkbride and Dorothea 
Dix in the United States were establishing hospitals and demonstrating that 
the mentally ill could respond to kindly treatment and decent surroundings. 
It is understandable that, in these countries, interest in home care plans 
lapsed since, prior to the building of hospitals, the mentally ill had been 
neglected and often abused by the community. (1, 4, 5, 10) This attitude 
led to the provision of an ever-increasing number of hospital beds which 
resulted in staffing problems and precluded provision of the individual care 
so necessary for the psychiatric patient. Community care, however, need not 
be synonymous with neglect. When adequate controls and supervision are 


prov ided it has ve ry definite values—values which psychiatry hopes to exploit in 


this era of community-centered treatment for the psychiatric patient. 
t 
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The Commonwealth of Massachusetts passed legislation in 1885 which 
provided for the placement of quiet patients who were not dangerous to 
themselves or others in private homes other than their own; by 1890 there 
were 150 patients in family care. 

The significant year in the history of family care in the United States was 
1935 whet speci ial interest developed in the ther rapeutic aspects of these 
programs. Although several states have established boarding-care programs 
for psychiatric patients, the states of New York and Maryland are particularly 
interesting in this respect. The Maryland program places great emphasis on 
the therapeutic and rehabilitation potential in family care. Not more than 
two patients are placed in a home and a definite effort is made to see that 
the psychiatric needs of the patient are met. Psychiatric and medical care is 
provided by the hospital but since readiness for discharge depends a great 
deal upon the social competence and adjustment of the patient, selection and 
supervision of foster homes are the responsibility of the social service depart- 
ment in the hospital. Great emphasis is placed upon high quality of placement 
and supervision and therefore the social workers’ case loads never exceed 
twenty-five patients in placement or being prepared for placement. In addition, 
each social worker is expected to engage in home finding in order to insure a 

constant supply of prospective foster homes. In Maryland, results from the 
placement of long-term patients have been most encouraging (2). 

Family care ex psychiatric patients began in New York state in 1933 with 
the placement of some mentally defective patients. The experience with mental 
defectives was so successful that legislation in 1935 provided for family care of 
the mentally ill. In New York, family care is used both for the patient in need 
of continuous treatment and as a therapeutic measure. 


Family Care in Canada 


The province of Ontario in its annual report of the Mental Health Division 
for 1956 listed a total of 787 patients in approved homes out of a total of 
23,343 listed patients. Approved homes are used in Ontario for patients who 
cannot benefit from continued therapy and also as a rehabilitative measure for 
convalescent patients. Patients are visited regularly by nurses and/or social 
workers and receive necessary drugs, medical and psychiatric care from the 
hospital. 

In the annual report of the Saskatchewan Department of Public Health, 
April 1, 1955 to March 31, 1956 out of a total of 3,855 patients on the register 
as of December 31, 1955, eighteen patients were boarded out. Home finding 
and supervision of patients in boarding homes is the responsibility of the 
social service department in Saskatchewan. Because of a shortage of social 
workers it has not been possible to extend this form of care to a greater number 
of patients. 

Boarding home care for suitable patients has been used in all ten provinces 
but the development of programs on a large scale has been hampered by lack 
of personnel to find and supervise suitable homes and by problems in financing 
this type of care. 
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Present-Day Care of Psychiatric Patients 

Recent advances in psychiatric treatment have created a large group of 
patients who would benefit from community care if it were available. Today 
over 70% of patients are discharged in their first year of hospitalization (6) 
and, in addition, surveys of hospital populations reveal many long-term patients 
who have passed the acute phase of illness and who could benefit from com- 
munity care if a plan could be made for them (7, 14, 15). 

In order to avoid the ill effects of mass methods of control in large institu- 
tions changes are taking place in the management of psychiatric patients. 
When appropriate they are treated in out-patient departments, mental health 
clinics, and day and night hospitals, in order to keep them in close touch with 
the community. Some remain in employment while undergoing treatment. 
When inpatient care is indicated it is provided in psychiatric units of general 
hospitals and in active treatment units of provincial mental hospitals. How- 
ever, there still remains a backlog of patients, who have spent many years in 
public mental hospitals, for whom some plan must be made. Since mental 
hospitals suffer from chronic shortages of space and staff, it is still not possible 
to provide the individual attention required by every patient. In spite of this 
it is encouraging to note that some hospitals are, for the first time in many 
years, showing a slight drop in population (6). 

Foster home care has value for a variety of patients in different stages of 
treatment in any one of the above-mentioned treatment facilities. Its purpose 
is to provide a normal home environment, not to save public funds, although 
it may, in some cases, be less expensive than continued care in hospital. The 
term foster home is preferred to boarding home since it indicates that the 
patient will become a member of his adopted family (3). A foster home there- 
fore should not accept so many patients or concentrate on a certain type of 
patient to the extent that it cannot possibly approximate a normal family. 
Numbers of patients may not be so important as types of patients. For instance 
a middle-aged couple could conceivably accept one elderly patient (grand 
parent), one young adult (son or daughter) and a younger retarded or 
disturbed child; if they accept three elderly patients, however, the group 
immediately loses the characteristics of a family. 


Patients Suitable for Foster Care 


The patient who has been hospitalized for many years and whose family 

may be unwilling or unable to accept him back into the home or who is with- 
out a family should have first claim upon foster home resources. Hopefully, in 
a normal family environment, with understanding foster homemakers, he will 
learn to conduct himself in ways which will make him acceptable to those with 
whom he must live and, if feasible, work. He must learn to choose what he will 
eat and wear. He must decide how, where, and for what he will spend his 
limited funds. He will need to observe the usual courtesies in social intercourse. 
Outside the home he must cope with the complexities of public transportation, 
libraries, large stores, and entertainment facilities. If he is young enough and 
sufficiently intelligent he may undertake vocational training or suitable em- 
ployment. All this will be accomplished slowly with the support and under- 
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standing of a carefully chosen homemaker. Without this support and 
understanding retreat to the less demanding atmosphere of the hospital can 
be predicted. 

The elderly patient who is slightly confused and sometimes irascible and 
who is without a family to provide care is sometimes admitted to a mental 
hospital. This is unfortunate since it is hurtful to the individual and may also 
constitute a wasteful use of treatment facilities. Foster homemakers who are 
fond of elderly people are often quite tolerant and understanding with this 
type of patient. The patient responds to the individual attention and more 
homelike routine in the foster family and is spared the fate, dreaded by so 
many of our older citizens, of dying in an institution. Patients who have grown 
old in mental hospitals and who retain some symptoms of the earlier psychosis, 
but who are quiet and tractable, also can benefit from family care. They are, 
of course, too old to consider employment or retraining but they should not be 
retained in a treatment center. Placement of these patients in family care can 
be justified on humanitarian and economic grounds. 

Outpatients may need foster home placement in order to take advantage of 
treatment facilities in another city. The patient who has been hospitalized for 
a short term may also require family care because it may not be in his best 
interests to return him to his place of legal residence due to lack of employment 
or training opportunities, or facilities for supervision during convalescence. 
Where loneliness, due to lack of family ties, is thought to have contributed 
toward the illness, foster home care may be a very important factor in recovery. 


Preparation for Foster Care 

It is the rare patient who can tolerate an abrupt change from hospital to 
family living. A period of gradual adjustment during which increasing responsi- 
bility for his own care is placed upon the patient is desirable. Many hospitals 
accomplish this by transferring patients to rehabilitation wards, rehabilitation 
cottages, or half-way houses. Here patients may live in small groups with a 
suitable person, usually a house-mother, in charge; in other cases there is no 
house-mother, administration being in the hands of a patient house committee. 
In such a setting patients eat in their own small dining room, arrange their 
own menus, take some responsibility for preparation of food, house decoration, 
and entertainment. There are no locked doors and they come and go as they 
please within reasonable limits. Medical, psychiatric and social needs are met 
by the hospital staff. In British Columbia two half-way houses, one for men 
and one for women, are maintained in the City of Vancouver (19). 

Trial visits to the homes of relatives, friends or interested volunteers are also 
valuable in supporting adjustment to community living. Following the patient's 
return, opportunities to discuss the experience are usually provided by the 
hospital; in this way he learns that his reactions to change and increased 
responsibility are not unique. 


Home Finding and Community Education 

Suitable homes for the care of convalescent psychiatric patients can be 
found through contacts with physicians, clergymen, medical officers of health 
and public health nurses. Overtures to these key people in the community 
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serve a dual purpose since, initially, they may have some reservations about 
the advisability of placing individuals who have suffered a psychiatric illness 
in the community. Description of the patient and his needs usually results in 
a more receptive attitude which carries over to other members of the com- 
munity. Benevolent societies of various ethnic groups can also be helpful 
especially for patients who require a home in which their native tongue is 
spoken. Child care agencies, too, can suggest families which have provided 
foster care for their wards and who, for reasons of age or health, are now 
finding the care of young children too strenuous. Rural communities have, in 
the past, been favoured for foster home care because living is considered less 
stressful there and because rural homes usually provide opportunities for 
healthful activities, such as farming, for the patients (3). These activities have 
certain values but must be considered in terms of individual needs since the 
city may be preferable for patients who require a variety of employment and 
training opportunities and where medical supervision, if necessary, is readily 
available. 


Selection of Homes 


The selection and approval of foster homes is usually the responsibility of 
the hospital social service department since social needs are very important 
at this stage of rehabilitation. Careful assessment of the prospective home- 
maker is essential in terms of attitudes toward the mentally ill, motivation for 
seeking patients, and values and standards arising from cultural and social 
background. Many prospective foster homemakers have very little knowledge 
of mental illness and the needs of the psychiatric patient. Therefore, they will 
require considerable interpretation of a general nature before the decision to 
place a patient is made. Expectations of patients may be too high or too low. 
Both attitudes can be damaging to the patient since the object of placement, 
is to provide an opportunity for emotional growth. Generally speaking, foster 
homemakers should be relatively stable, kind, imaginative and resourceful, 
with sufficient humour to accept the patient's foibles without undue upset. All 
members of the foster family should be interested in the plan to take a patient 
into the home since lack of agreement can create an unhappy situation for the 
patient. For example, a home in which the wife is interested but the husband 
is opposed had better not be used unless the husband can change his attitude. 
Though one might say that the foster home should meet the needs of the 
patient rather than those of the homemaker, the homemaker who is genuinely 
interested in serving will derive satisfaction from watching patients progress. 
A woman whose children have married and moved away will find rewarding 
the appreciation she receives for her homemaking skills. It is important that 
foster homemakers, some of whom may never have been inside a mental 
hospital, exhibit a readiness to work with treatment staff. Unless this is so, 
patients may be over-protected when they should be encouraged to become 
more self-reliant, or conv ersely may be pushed beyond capacity in order to 
satisfy the homemaker’s need for success. A casual attitude toward medication 
and the keeping of records may contra-indicate the use of a home for certain 
patients, for example, epileptics. Physical facilities are important inasmuch as 
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a reasonable standard of cleanliness and comfort is to be expected. It is not 
desirable, however, to place a patient in a home where standards are so far 
above his previous living arrangements that he will be unhappy nor conversely 
in one where standards are much lower. The compulsively clean homemaker is 
usually rejected because the tendency to adhere to a rigid routine creates a 
situation in which the patient may be subjected to more rules and regulations 
than existed in the hospital. There can be no hard and fast rule about a 
however, since the object is to match patient and foster home as well a 
possible. 

Following placement a close relationship between hospital, homemaker, and 
patient is essential in order to provide the necessary reassurance and interpreta- 
tion during the adjustment period. Homemakers may become upset by 
reactions and behaviour which can often be easily explained in the light of the 
patient's past experience. The patient may also become upset becuse of 
unrealistic expectations of the foster home. Opportunities for both parties to 
discuss the situation, alone with the psychiatrist, social worker or nurse, should 
be frequent in the first few weeks at least and then less frequent as the need 
diminishes. In spite of careful preparation for placement foster homes some- 
times prove unsuitable. This should be discussed with patient and homemaker 
prior to placement since removal of a patient from a home does not necessarily 
mean that the patient may not do well in another home or that the foster home 
may not be used again for another type of patient. 

Successful placement requires careful assessment of both patient and home- 
maker. This is a time-consuming process and requires a sufficient number of 
qualified and experienced personnel with caseloads small enough to allow 
individual attention to the needs of each patient. Unless sufficient time is pro- 
vided to seek and assess a constant supply of new foster homes, programs 
deteriorate. The same homes may be used repeatedly with an ever decreasing 
concern for individual needs. This is regrettable as the properly selected home 
may in some cases become the permanent home of the discharged patient. For 
instance a motherly widow might be pleased to take an unmarried working 
girl in place of the daughter who has married and left home. Such an arrange- 
ment may meet the needs of both parties and continue indefinitely. 

Foster home care for convalescent psychiatric patients is not used to any 
great extent in Canada because of a shortage of social workers who can 
develop and supervise programs; nursing care and psychiatric treatment must 
also be provided. However, the actual matching of patient to foster family is 
peculiarly suited to the role of the professional social worker since social work 
training provides the necessary knowledge and skill to select homes which 
meet the psychiatric and personal needs of patients. Obviously hospital, 
medical and nursing staff cannot be spared for home finding. Unless there is a 
social service department to which they can refer patients for foster home care 
it is difficult to establish and maintain a successful program. 


Financing Foster Care 


Many patients are unable to pay for foster home care. It is therefore im- 
portant that funds be available to cover maintenance. In some cases hospitals 
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are empowered to pay board rates when such care is thought to be in the best 
interests of the patient. When hospitals lack funds for this purpose municipal 
or provincial public assistance funds may be used. In the case of municipal 
funds, however, difficulties sometimes arise when it is not in the best interests 
of the patient to return him to the municipality where he has legal residence. 
Also, municipalities vary in the amount and kind of assistance they will provide 
and in their attitudes toward applicants for public assistance. Thus a form of 
discrimination may exist in which the amount and quality of assistance to the 
patient will depend upon the accident of legal residence. The reluctance of 
some municipalities to assist indigent patients returning to live with their own 
families can also create a problem since families genuinely interested in taking 
a relative out of hospital may hesitate to do so because of the possible financial 
burden involved. It should be noted that the Disabled Person’s Allowance has 
made it possible for some parents with low incomes to keep an adult mentally 
retarded person in the home. The convalescent psychiatric patient, however, 
rarely qualifies for this allowance. It is interesting that in early colonial times 
several cases are recorded of municipal assistance being granted to enable 
families to care for mentally ill members in their own homes (5). 

Not all patients will require financial assistance upon transfer to boarding 
care. Some will have means of their own which can be used for their support. 
Others may be able to earn their keep by the performance of certain duties 
about the house. Still others will be in full time employment and able to pay 
board but in need of a family setting since financial independence does not 
guarantee emotional independence. Therefore the same placement service 
should be available to the financially independent patient as to the indigent. 

It is regrettable that it has not been possible, in Canada, to make more 
extensive use of foster care for the mentally ill. In some areas foster home care 
is narrowly conceived as a means of caring, in a less expensive way, for the 
chronically ill and aged patient; in others there are reservations because of a 
valid concern lest patients be exploited. Certainly, foster homes must have 
professional supervision and, unless this is available, are better not used. 

Nurses and attendants can be very helpful in bringing to the attention of 
physicians, patients who might be suitable for foster home care. This implies, 
of course, that they have accepted the concept of community centered 
psychiatry which may be difficult for those who have experienced hospital 
centered treatment for most of their working years. However, the fact that a 
patient has been twenty years in hospital and would be unhappy away from 
it does not justify retention in a therapeutic setting from which he cannot 
benefit and which may, in fact, be damaging. Therefore, it is important to 
educate hospital staffs in modern rehabilitation concepts. Unless this is done 
the selection of patients for extramural programs will be blocked. 

Used appropriately, foster home care has real value in the rehabilitation 
process. The proper selection of patients for this form of care requires team- 
work on the part of hospital psychiatrists, psychologists, social workers and 
nurses. Community lay and professional people will also be involved from 
time to time. The co-operation of family doctors, the clergy, school teachers, 
employers, medical officers of health, public health nurses, special placement 
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officers, social agencies, foster homemakers and interested volunteers may all 
be solicited to support team goals. 

The community, however, has the right to expect direction and leadership 
from skilled professional people within the mental hospital. When this is 
lacking, interest gives place to frustration and the patient is denied the help 
and understanding of which he is so much in need. The present shortage of 
professional personnel for all health and welfare services has undoubtedly 
inhibited the development of foster home programs. Since there is little hope 
of overcoming this shortage in the near future, the mental health services can 
only compete by highlighting the challenge of the mental hospital and by 
establishing personnel policies which will attract individuals possessing the 
highest personal and professional qualifications. 
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Accidental Home Poisonings 
D. KUBRYK, M.D., D.P.H., and A. C. McKENZIE, B.A., M.P.H2 


Rani poisonings are by no means rare occurrences. In fact, each 

ear more than 300 Canadians die from this cause alone. More than half 
of these fatalities are classified as “home poisonings”. The challenge presented 
by these deaths has led to the establishment of poison control centers in 
Canada. Each province establishes its own centers while the Food and Drug 
Directorate of the Department of National Health and Welfare has assumed 
the responsibility of providing up-to-date card index files including information 
on poisonous substances and their treatment. The Directorate also publishes a 
quarterly summary listing the various substances implicated in cases reported 
by the centers, and is compiling a continuous record of other relevant sta- 
tistics (1). 

In 1955, a five-month study by the Epidemiology Division of 1,000 home 
accidents in the Ottawa area (2) revealed that hospitalization for poisoning 
occurred quite frequently. As a result of this study a new investigation was 


planned to obtain more detailed information about accidental home poisonings 
in general. 


Method 


Through the co-operation of hospitals and paediatricians in the Ottawa 
area, a simple system was devised whereby all accidental poisoning cases 
treated in the hospitals or by the paediatricians were reported to the Epide- 
miology Division. This system was used in 1957 and the first two months of 
1958, when the study ended. In addition, there were a few cases in 1956 which 
were found by checking the files of one hospital only. These were also 
investigated although it was realized that a long time had elapsed since the 
poisonings and the information obtained might be incomplete. Medical stu- 
dents, as interviewers, visited each home where a poisoning had been reported. 

From the original 340 cards sent in, it was possible to obtain either full or 
partial information concerning 275 separate poisonings. There were no fatali- 
ties in this series. It is realized that 275 cases is a small number on which to 
base any general conclusions. Nevertheless, some facts were revealed which 
may indicate where preventive meaures could be applied. 


Age and Sex 


Children under one year were involved in only 2.2% of the poisonings. For 
the one-year-old, the figure was 29.1%, and for the two-year-old it was 38.9%. 
After the age of two, there was a decline to 19.6% for the three-year-old and 


1Presented at the annual meeting, Canadian Public Health Association, May 19-22, 
1958, Vancouver, B.C. 


2Epidemiology Division, Department of National Health and Welfare, Ottawa, Ontario. 
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4.4% for the four-year-old. Between the ages of five and ten, inclusive, there 
were 2.5% of all cases. In the “over-ten” group, including adults, there were 
3.8%. With respect to the sex ratio among the victims, the males outnumbered 
the females by a ratio of 4 to 8. 


TABLE I—AccipENTAL Home Potsonincs, By AGE AND SEX 





Percentage of all 





Age Male Female Total poisonings 

Under 1 year 4 2 6 2.2 

1 year 53 7 80 29.1 

2 years 57 50 107 38.9 

3 years 31 23 54 19.6 

4 years 6 6 12 4.4 

5 to 10 years 4 3 7 2.5 

Over 10 years + 5 9 3.3 

Total 159 116 275 100.0 

Occurrence 


Poisonings occurred most often on Friday and least often on Sunday. The 
most dangerous time of day was between 10.00 a.m. and 1.00 p.m. when more 
than one-third of all the poisonings occurred (97 out of 275) followed by the 
7.00 a.m. to 10.00 a.m. period (19%). The least number of poisonings occurred 
between midnight and 7.00 a.m. (slightly over 3%). 

During the year 1957, which was the only complete calendar year extensively 
covered by the survey, it was noted that 26 poisonings were reported in August, 
the month of greatest occurrence, whereas July and December reported the 
lowest number with ten each. 


Agent 

Among the substances ingested, the most common were acetyl-salicylic acid 
tablets, which were involved in 26% of all poisonings. Almost three-quarters of 
all acetyl-salicylic acid poisonings were from the children’s type of tablet. Barbi- 
turates accounted for only 3%, while all other orally-administered medicines 
combined amounted to 26%. Household preparations and solvents were in- 


TABLE II—AccipENTAL Home Porsonincs, By SUBSTANCE 








Percentage of 





Substance Number _ total poisonings 
Drugs and Medicines S 
Acetyl-salicylic acid tablets 72 26.2 
Barbiturates es 39 3.3 
Other orally-administered medicines 72 26.2 


Household preparations, and solvents (such as furniture 
polish, detergents, fuel oil, turpentine, lye, and similar 


substances) 64 23.3 
Topical Medicines 21 7.6 
Miscellaneous agents 21 7.6 
Pesticides 13 4.7 
Cosmetics, lotions 3 1.1 


Total 275 100. 


S 
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volved in slightly over 23%. The remainder consisted of topical medicines 
(7%), miscellaneous agents (7%), pesticides (4%) and a group which included 
cosmetics and shaving lotion (1%). 

Solid substances were ingested about twice as often as liquid substances, 
and in almost one-third of all the cases, the substances were sweet-flavoured. 

Our survey showed that in the majority of instances, the substance was taken 
from its original container. On only 28 occasions, (about 10%), was the 
poisonous substance taken from some container other than the original one. 
Examples of such substitute containers were soft drink bottles, other small 
bottles or jars, empty fruit juice cans, cups or glasses, and spoons, all of 
which were being used for the sake of convenience. It was further noted that 
in 252 instances (92%) the poisonous substance was self-administered, com- 
pared to the 14 cases (5%) in which a brother or sister assisted. Parents, 
grandparents and other relatives of the victim administered the substance to 
children in only 6 cases (2%). 
Environment 


These poisonings happened in families of widely separated income levels 
and occupational background. It was found that 49% of the houses were tidy, 
15% were considered average, 18% were untidy, and for 16% no opinion was 
given. The kitchen, the bathroom and bedroom could be listed in that order 
as the most dangerous places for children, because that was where most 
poisonous substances were kept. 


TABLE III—Usvat Location or Polsonous SUBSTANCE 


Percentage of 





Location all poisonings 
Kitchen 33.8 
Bathroom 20.7 
Bedroom 12.3 
Basement 6.2 
Other, non-applicable, and unknown 27.0 
Total 100.0 


With regard to the regular location of the poisonous substance, the medicine 
cabinet was first, with 28%, a cupboard was next, with 20%, followed by “high 
shelf’, 16%. A dresser, always potentially dangerous, was the regular location 
mentioned in 11% of the cases. It was apparent that the most common method 
used to prevent children from gaining access to pills, medicines and other 
potentially harmful substances was to place these items in a high location, 
supposedly out of reach of children, Half the homes reported using this 
method. However, very few such substances were ever locked up (only 3%). 
One.out of every four households appeared to have no particular safeguard 
with respect to the substance which eventually was involved in the accidental 
poisoning. 


in approximately one-third of the cases the poisonous substance was picked 
up from its usual place. In another one-third someone had moved the sub- 
stance to an accessible spot and had neglected to return it to its regular 
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location. About 4% of the mothers reported that they were just going to use 
the substance when the child found it; another 4% said it had been newly 
purchased and had not been put away, while 8% stated the substance was 
being used at the time. 

The carelessness of parents is quite evident when it is noted that 130 of these 
poisonings (47% of the total) resulted from the substance being picked up 
from a low accessible place such as a table, low shelf, or the floor. But the 
climbing ability of young children should not be underestimated, since 27% 
of the poisonings resulted when children climbed up to get the pills, medicines 
or similar substances which ultimately sent them to the hospital. Another 
7% of the children took the poison from a cabinet, a desk, or a drawer which 
they opened. 


Discovery and Treatment 


Since it is important in cases of poisoning to begin treatment as soon as 
possible, the interviewers asked the question “How was the poisoning dis- 
covered?” In the largest number of cases, 27%, the empty container was noted 
but the poisonous substance was not seen. In 21%, or about one out of every 
five cases, the poisoning agent was noticed on the child or in the room. In 
15%, the child cried, screamed, or ran to a parent, while in 10% he was seen 
actually taking the poison. Sometimes another child told the parent. This 
happened in 7% of the cases. 

The action taken by parents immediately following the accident reveals 
a variety of responses. Slightly more than half the parents phoned their 
physician, 14% gave the child milk; 12% tried to make the child vomit without 
the use of an emetic; 7% attempted to give salt and water or mustard and 
water; while almost 12% did nothing. Many other courses of action were taken, 
such as phoning the hospital, phoning a druggist or calling on relatives or 
neighbours for help. Quite often, the parent “did more than one thing—for 
example he may have called the doctor and also given the child milk. It was 
evident however that few parents were successful in making the child vomit. 

Since this series of poisonings is reported primarily from patients who went 
to the hospital, it is natural that the use of a common hospital procedure, the 
gastric lavage, should be noted in 85% of the cases. Another group, comprising 
10% of the total were taken to hospital and kept for observation but received 
no treatment. The remaining 5% had various other treatments or were kept 
under observation at home. 

Of the 275 patients in this series, 31% spent one day or more in the hospital. 
Thirteen of these were hospitalized 10 days or more. 


Contributory Factors 


There can be no doubt that carelessness of parents or some other person 
was largely responsible for these poisonings. Such carelessness was believed to 
be a factor in 83% of the poisonings. 

Curiosity of small children was an important factor in at least one-quarter 
of these poisonings and quite probably in many more. 

The fact that the substance was similar to candy or had an attractive taste 
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was considered to be a factor in 15%. In almost 5% of the poisonings, the 
children apparently took the substances because they were thirsty. 

Ninety per cent of the people who were interviewed said that there had 
been no poisonings in the entire household during the previous five years. 
Were These Poisonings Preventable? 

In the opinion of the interviewers, approximately 90% of these poisonings 
were preventable, about 6% were not preventable “using ordinary care and 
foresight”, while in 4% it was not possible to arrive at a conclusion. It is 
realized that perhaps with a more strict definition, it would be possible to say 
that 100% were preventable. 

The following is an example in which the interviewer had to decide on the 
question of preventability: “A couple with a small two year old daughter was 
always very careful with medicines and potentially harmful substances. 
Nothing was kept within reach of the child. They were very aware of hazards, 
as the husband was an airplane pilot and was hazard-conscious by training. 
One day he purchased some ‘headache pills’ and put them in his shirt pocket 
when he arrived home. When he bent over the baby’s crib to say goodnight 
to her the pills fell unnoticed into the crib, and were found and eaten by the 
little girl next morning.” The interviewer felt the poisoning was not pre- 
ventable, but this is debatable. 








SUMMARY 


An epidemiological study of 275 accidental home poisonings revealed that 
children from one to three years of age were involved in 88% of the poisonings. 

Acetyl-salicylic acid tablets were the most common single substance re- 
sponsible for these accide nts, followed by household preparations and solvents. 

Carelessness was considered to be a factor in 83% of the poisonings, while 
approximately 90% were considered preventable. 

Little can be done about the inherent curiosity of young children, but the 
evidence seems to indicate that continued education divectedl to the parents 
of such children would greatly reduce the number of these accidental home 
poisonings. 
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A Plebiscite on Continuing Fluoridation 
in Thorold, Ontario 


L. W. C. STURGEON, M.D., D.P.H. 


HOROLD, Ontario is located in the Niagara Peninsula in the County of 

Welland and has an assessed population of 8,810 (1957). Historically, the 
municipality developed as a trading center for the local farmers and later as 
an industrial area because of the presence of water power facilities and the 
building of the several Welland Ship Canals. The original population was 
Anglo- Saxon and predominantly Irish. The need for labour for the building 
of the Canal and its later reconstructions brought many immigrants, primarily 
from Central Europe and from Italy. The depression 1 years were particularly 
difficult for the municipality but its affairs have since stabilized and Thorold 
is one of the more prosperous areas in the county with well organized 
services and an interested and intelligent local municipal government. 

Thorold is divided into two parts by the earliest Welland Ship Canal with 
St. Andrew’s and St. George’s wards to the east and St. Patrick’s and St. 
David’s to the west. At the time of the plebiscite the number of potential 
voters in the four wards totalled 5,167. The vote polled was 2,115, 1,359 voting 
“yes” and 756 voting “no”. (Copies of tables presenting an analysis of the 
population by w: ards and age groups and the distribution of the voting are 
available from the author on request. ) 

Educational needs are provided by two schools to the east of the Canal and 
four schools to the west. There is a public school and a high school on the 
east side and two public and two separate schools are located on the west. 
To alleviate the problem of dental decay a treatment program was instituted 
in the schools twenty or more years ago. As could be expected when such 
programs are commenced, many parents delayed any dental treatment until 
their children started to school. The result was that dental conditions among 
Thorold school children were inferior by far to those in schools outside 
Thorold. 

In February 1952, the town of Thorold instituted fluoridation of the muni- 
cipal water supply through action of the Public Utilities Commission. This 
step was taken after many public hearings. At this time, also, water treatment 
facilities were improved. For public health purposes, Thorold is part of the 
Welland and District Health Unit and the representative of Thorold on the 
Health Unit Board of Health took an active part in these discussions. The other 
members of the Health Unit Board were intensely interested since Thorold, 
Thorold South (Welland County) and Merriton (Lincoln County) all obtain 
their municipal water from contiguous parts of the Welland Ship Canal. An 


1Director and Medical Officer of Health, Welland and District Health Unit, Welland, 
Ontario. 
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intensive program of dental public health had been in effect since 1946 in the 
Welland and District Health Unit. The Health Unit Board realized that the 
information obtained as a result of a dental examination of children in the 
Unit would be helpful in estimating the value of fluoridation and particularly 
the value of fluoridation in association with a well organized and well 
developed dental public health program. 

In November 1957, the council of Thorold was presented with a petition 
signed by more than 10% of the voters requesting a vote as to whether 
fluoridation should be continued. This petition was submitted in accordance 
with the provisions of the Public Health Act of Ontario. In discussing this 
plebiscite, it is hoped that our experience may be of value to other health 
departments that may be confronted with a similar situation. 

From the time fluoridation was instituted, periodic attempts were made to 
discredit it by newspaper publicity and through various meetings held in the 
adjoining city of St. Catharines. The anti-fluoridation activities received much 
publicity. This was counteracted, in part, by printing reports from the Health 
Unit in the St. Catharines Standard under a section entitled “Thorold News”. 
On at least two occasions Thorold’s council was petitioned by a so-called 
“Safe Water Committee” to discontinue fluoridation. These petitions were 
referred to the Board of the Health Unit for an opinion and on both occasions 
an answer was provided that apparently was satisfactory to the council as 
no action was taken. As far as can be determined, only a very few residents 
of Thorold were members of the “Thorold’s Citizens Committee” and these 
were members of a religious sect. The local chiropractor who had been elected 
to the Thorold council for the year 1956 was an active member. 

Early in November 1957, we learned that a petition was being circulated 
asking for a vote on the continuance of fluoridation. This petition received over 
600 signatures and was signed by many persons who later stated that although 
they were not opposed to fluoridation they felt that all such matters should 
be decided by public plebiscite. We feel this observation should be remem- 
bered by proponents of fluoridation when municipal bodies are being asked 
to institute fluoridation. 


Methods Em ployed by € )pponents 


Meetings were held opposing fluoridation in the town of Thorold and were 
also held in the adjoining city of St. Catharines. The meetings received wide 
publicity in the St. Catharines Standard which has a considerable circulation 
in Thorold, Various petitions to the council to discontinue fluoridation were 
sponsored by a “Safe Water” organization. 

Newspaper advertisements were used which contained statements from 
various pseudo and real scientific bodies emphasizing that many areas, 
especially in the United States, had voted against fluoridation or had dis- 
continued it after a trial. Excerpts from communications written by the Deputy 
Minister of the Department of Health of Ontario were printed and distributed 
and a door to door canvass was made by members of the “Thorold Citizens 
Committee” advising and urging citizens to vote against fluoridation. A public 
meeting was sponsored by the Junior Chamber of Commerce at which all 
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candidates for municipal offices had an opportunity to present their views on 
municipal affairs to interested citizens. A candidate for council, the local 
chiropractor, spoke strongly against fluoridation. The writer accepted an 
invitation to speak in support of fluoridation. 


Counter-Measures 


A door to door canvass was made by our entire nursing staff who presented 
a letter signed by all physicians and dentists in the area and other literature 
supporting fluoridation. This was procured from the Canadian Dental Associa- 
tion and the Health League of Canada. The letter signed by the doctors and 
dentists was printed both in English and Italian. 

Paid advertisements in the St. Catharines Standard and the Thorold News 
were provided by the Niagara Peninsula Dental Association, the Board of 
Health for the Welland and District Health Unit and the Health League of 
Canada. A short talk to the students in the high school was given by the 
Director of the Welland and District Health Unit. All clergy in Thorold were 
interviewed by Dr. S. L. Honey, supervisor of dental public health. The letter 
commending fluoridation signed by the physicians and dentists was published 
in the press and also a letter from an Edmonton paper written by a mother of 
nine children which urged fluoridation. Publication was also made of a radio 
address and dental health statistics prepared by the staff of the St. Catharines- 
Lincoln Health Unit indicating the value of fluoridation. On the day of the 
plebiscite, members of our nursing staff called all 2,000 telephone subscribers 
and urged them to vote and to support fluoridation. 


Results 


The vote in favour of fluoridation was 1,359 with 756 opposed. In each 
polling subdivision a majority favoured fluoridation. The percentage of the 
vote favouring fluoridation in different polls ranged from a low of 57% 
to 72%. It is significant that the highest vote favouring fluoridation 
occurred in St. David’s ward where 15.5% of the population was 5 vears 
and under. An analysis of the voters suggested that some members of the 
older age groups were apprehensive as to the effects of fluoridation on their 
health. 

Unfortunately, it was not appreciated that, by the provisions of the Election 
Act, it was our privilege to have scrutineers at each polling booth. If this had 
been done, it would have been possible to make a more detailed analysis of 
other factors that might have been of interest. We would suggest that 
scrutineers be appointed by any health department in a similar situation. 

The chiropractor who was active on behalf of the anti-fluoridation forces 
received 672 votes in his unsuccessful bid for re-election. It is significant that 
the vote of 756 against continuing fluoridation was very close to the number 
voting for him. We might be justified in concluding that those opposed to 
fluoridation were successful in polling the total possible votes that they could 
command. 

In our estimation, the most important contribution to this favourable vote 
was the letter signed by all the physicians and dentists in the area. We were 
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often told by those who had no personal convictions on the subject that they 
were satisfied with the advice of their physician or dentist and were not 
impressed by the arguments of the opposition, particularly where the state- 
ments originated outside Canada. 

It has been emphasized on many occasions that successful politicians make 
full use of personal contact, commonly referred to as “bell ringing”. This was 
used by us, and our nursing staff covered every household in Thorold previous 
to the election. We are convinced, also, of the value of the telephone calls 
on the day of the vote to all those having telephones. The fact that so many 
voters did oppose the measure is significant as well. We were able to demon- 
strate to the citizens the value of fluoridation, particularly in the younger age 
groups. Despite this, 756 people voted against it. We now know that much 
more effort must be directed to overcoming fears of older people aroused by 
the well organized efforts of anti-fluoridationists. 

One fact that became clear is that the public is more impressed by the 
number of children rendered resistant to caries by fluoridation than by all the 
other statistics that may be put forward. In all discussions regarding the 
measure, particular emphasis was put on the increase in the numbers found 
to be caries resistant during the yearly examination of five year old children. 
The voters appreciated this result, according to the statements of those who 
talked to us before and after the plebiscite. 

We are satisfied that all who may discuss the advantages of fluoridation 
should refer to the reduction of “tooth damage” rather than using terms such 
as “no defects”. A parent is not impressed with the statement that his child 
has no defects if this happy state has transpired as a result of extensive and 
costly dental restorations. 

One often wonders why public health workers hesitate to debate the benefits 
of fluoridation with the opposition. Despite the well known value of fluorida- 
tion, professional persons have been reticent in vigorously supporting the 
adoption before lay groups. This may be considered as one reason why the 
opponents have been able to frustrate the proponents. We are sure the general 
public wants to know the facts and should receive them on every possible 
occasion from informed members of the professions. The mass of scientific 
evidence of the value of fluoridation is ample to counteract the publicity so 
extensively and effectively used by those opposed. The widely published 
statement of the American Medical Association, released a few days before the 
plebiscite was held, which approved of fluoridation undoubtedly ‘did much to 
counteract written statements circulated by the opponents. 

Finally, it is unfortunate that a few members of the dental and medical 
profession oppose fluoridation of communal water supplies as a proven public 
health measure. Professional ethics do not extend to the point where these 
opponents’ very active endeavours in opposing fluoridation should not be 
condemned by organized medicine or dentistry. We were particularly fortunate 
that one member of the medical profession in Thorold put forth a splendid 
effort in persuading the members of both professions to sign the letter that he 
composed. As an elected member of the Public Utilities Commission, he has 
been a tower of strength in his support of fluoridation. 
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SUMMARY 


In December 1957, a plebiscite was held in Thorold, Ontario to determine 
whether fluoridation of the municipal water supply should be continued 
after being in effect for five years. The measures adopted by those in fav our 
and those opposed are described. The results of the vote (1,359 ‘ ‘yes’, 756 
“no’) are discussed. Reference is made to the reasons for the favourable 
result, chief of which was the unanimous approval and attendant favourable 
publicity of the actions and opinions of organized medicine and dentistry. 
The activities of the members of the Board of Health and staff of the Welland 
and District Health Unit are outlined. 


RESUME 

La Municipalité de Thorold, Ontario, a tenu un plébiscite, en décembre 
1957, pour décider si elle devait continuer la fluoration de son eau de consom- 
mation telle que mise en ceuvre depuis cing ans. Cet article décrit de part et 
Wautre les démarches entreprises par ceux qui ont préconisé ou ont rejeté le 
maintien de la fiuoration. Le résultat du vote (1,359 “pour”, 756 “contre”) est 
commenté. Il est aussi fait mention des raisons qui ont amené ce résultat 
satisfaisant. La principale fut T'approbation unanime des médecins et des 
dentistes, dot il résulta une publicité favorable soutenue par les professions 
organisées médicale et dentaire. Les activités des membres de la Commission 
dHygiene et du personnel de [Unité sanitaire du District de Welland sont 
indiquées. 


UNITED COMMUNITY CAMPAIGN 


In Canada the Community Chest, United Appeal or Welfare 
Federation is the sensible, business-like approach to welfare giving. 
The member agencies exist for one purpose only . . . to serve people. 
The annual appeal helps provide in an efficient and economical way, 


the operating funds which make possible these services to people. 
It has been estimated that two out of every five Canadian families 
receive direct service of some kind from one or more of the Red 
Feather services supported by our local community chest. 


GIVE THE UNITED WAY 











Residue Tolerances for Pesticides in Foods 
R. C. B. GRAHAM, Pu.D. and M. G. ALLMARK, M.A. 


REVIOUS papers have referred to some of the views and policies (including 

legal aspects) of the Canadian Food and Drug Directorate on intentional 
and unintentional additives in food (1, 2). Tolerances have been established in 
the Regulations under the Food and Drugs Act specifying the amounts of 
residues of pesticides that may remain in or on food. These tolerances are 
expressed in parts per million (p.p.m.) for each pesticide and a list of foods 
are specified in or on which these amounts of a pesticide are permitted. The 
Food and Drug Regulations do not distinguish between types of pesticides 
(insecticides, miticides, fungicides, herbicides, etc.). These are considered 
together as possible poisonous or harmful ingredients which may occur in or on 
food for human consumption. Since the above papers were written a number 
of additional tolerances have been promulgated, and the trade informed of 
these with other pertinent information on interpretations of existing regulations 
by means of Trade Information Letters. 

These tolerances are not fixed values which are set for all time. They must 
be reviewed periodically in the light of new evidence. In this paper a com- 
pilation of some of the established tolerances for representative pesticides is 
presented. The known amount of each which can be administered with safety to 
animals, and the extent of their possible use are shown. From these and other 
compilations some predictions can be made on whether it would be advisable 
to extend the use and/or increase the permitted tolerance of some pesticides. 


CriTERIA USED IN EVALUATING DATA FOR TOLERANCES 


The following information about the agricultural chemical must be supplied 
by the manufacturer or other interested party: 


(a) the chemical name, the trade name and pertinent physical and chemical data; 

(b) the amounts to be applied and the frequency and time of application; 

(c) a list of foods® for which a tolerance is requested along with the results of tests on 
the amount of residue remaining in or on these foods when directions for use are 
followed, and the description of a satisfactory analytical method for determining these 
residues in or on the foods; 


(d) evidence that the use of the product is practical and effective for the use recommended; 
(e) a proposed tolerance; 


(f) full reports of biological investigations made to determine the safe levels, including 
where applicable the following: 


acute toxicity, subacute toxicity, chronic toxicity, dermal toxicity, biochemistry, 
pharmacodynamics, gross and microscopic pathology of animals fed known amounts 
of the pesticide, and organ weights of such animals. 


— 


1 Pharmacology and Toxicology Section, Food and Drug Directorate, Department of 
National Health and Welfare, Ottawa. 


*The definition of food from the Food and Drugs Act: Section 2(g). p. 1: “food” 
includes any article manufactured, sold or represented for use as food or drink for man, 
chewing gum, and any ingredient that may be mixed with food for any purpose whatever. 
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While most of the above information is usually requested of and submitted 
by the manufacturer, the current published literature may also supplement 
these data and aid in the evaluation of the pesticide. 


METHOD UseEp To DETERMINE A TOLERANCE 





From the biological studies, especially the chronic toxicity tests, a safe level for adminis- 
tration to animals is obtained, that is, a level at which no deleterious effects are observed 
on continued exposure to the chemical. This level may be expressed as parts per million 
(p.p.m.) of the agricultural chemical in the animal diet. The figure obtained is divided by 
a safety factor and then multiplied by a “food factor” yielding a level that would be con- 
sidered harmless for man on the foods specified. The arbitrary figure of 100 has been 
considered by a number of pharmacologists (3, 4) to be a reasonable safety factor. This 
factor is intended to compensate for species difference between the experimental animals 
and humans, age and weight differences in the human population, state of health, eating 
habits, and possible additive or synergistic effects of the pesticides or other chemicals also 
present in food. This figure may be larger than necessary in some instances, as in the case 
of compounds where the most sensitive index of effect is a temporary biochemical one, and 
a smaller factor may be adequate for these chemicals. Where the safe level has been 
determined by studies in man a smaller safety factor of 10 has been considered. The 
smaller factor has been derived from the factor of 100 used for animal studies, since most 
animals are said to be 5 to 10 times more resistant to toxic chemicals than is man (5). 

The food factor is calculated from the percentage of the diet containing the pesticide. 
The factor is obtained by dividing 100 by the above percentage, this having been calculated 
from data on Canadian and American estimated food consumption (6, 7). These percentages 
may not always be exact as the available information does not list all foods separately, and 
so some estimations were made based on figures for related foods. 

As an example, assume 5 p.p.m. in the diet as a safe level for a pesticide in animals. If 
the foods on which it will be used constitute 10% of the total daily diet, a food factor of 10 
is obtained. Dividing 5 p.p.m. by 100 (safety factor) and multiplying by 10 (food factor) 
yields 0.5 p.p.m. as the maximum level that would likely be harmless for human con- 
sumption on the foods specified. If, however, the residue data and other information showed 
that only 0.25 p.p.m. was necessary for the purpose claimed, the lower figure would be the 
tolerance recommended for these foods for this pesticide. The adoption of a “use” tolerance 
rather than one based exclusively on safety, and the reasons for it have been stated pre- 
viously (1, 2, 8). The main reason is that there are no experimental data available that prove 
conclusively that small amounts of these chemicals are completely harmless when ingested 
by man. The latter publication (8) is concerned with intentional food additives, but applies 
equally well to pesticides. In most cases the “use” tolerance adopted has been requested by 
the manufacturer of the pesticide, and has been shown to be adequate for the purposes 


specified. 
PRESENT TOLERANCES, SAFETY AND USE 


The established tolerances for several representative pesticides are shown 
in the table together with data on safety and use, and some possible modifica- 
tions of these tolerances. The first column lists the names of the pesticides as 
they appear in the Food and Drug Regulations, Section B.15.002. The second 
column lists the established tolerances for a number of foods. For lack of space 
the names of these foods have been omitted from this table, but they may be 
found in Section B.15.002 of the Regulations. The third column lists the 
approximate percentages of the total daily diet that these foods constitute. 
Where multiple tolerances exist the percentage of the diet for each tolerance is 
listed, and the total percentage of foods on which the pesticide may be used 
is listed to the right of the individual percentages. The fourth column gives 
the food factor calculated from the percentages in the preceding column. The 
fifth column lists the known safe level for animals expressed as parts per 
million (p.p.m.) in the whole animal diet. Where the safe level is based on 





432 CANADIAN JOURNAL OF PUBLIC HEALTH 


Vol. 49 


human experience the figures are in italics. The sixth column shows the maxi- 
mum estimated safe level for man in the total diet expressed as parts per 
million. This figure is obtained by dividing the safe level for animals by 100 
(safety factor) or by 10 for human data. 

The seventh column gives calculated maximum possible tolerances based on 

safety for the present list of foods. This tolerance is obtained by multiplying 

the safe level for man in column 6 by the food factor in column 4. 

The eighth column lists maximum possible tolerances based on safety if 
the pesticide is to be used on all fruits, vegetables and cereals. This is calcu- 
lated in a manner similar to the preceding column, except that the food factor 
in this case is smaller. As these foods are considered to constitute 42.7% of the 
average diet the food factor is 2.35. The ninth column gives a possible tolerance 
based on present use for the present list of foods. Where multiple tolerances 
currently exist, the highest one or two have been chosen provided they do not 
substantially exceed the tolerance in column 7; otherwise the established 
tolerances are listed here. 

The tenth column lists the highest of existing tolerances when it does not 
exceed the tolerance in column 8. In many cases this value would exceed the 










































































TOLERANCES FOR REPRESENTATIVE PESTICIDES 
Maximum 
Possible | Maximum?! Possible 
Tolerance | Possible | Tolerance | Possible? 
Foods ¢ Estimated | Based on | Tolerance | Based on | Tolerance 
| Present of Diet Observed! | Safe Level | Safety for | Based on Use for Based on 
Toler- | Safe Level| for manin]| Present | Safety for | Present Use for 
Name of ance Indi- | Food j|for Animals| Total Diet Foods all Foods Foods all Foods 
Pesticide (p.p.m.)} vidual | Total | Factor | (p.p.m. ) (p.p.m.) (p.p.m.) (p.p.m.) (p.p.m.) (p.p.m.) 
Aldrin | 0.1 | 18 | 0.1* 
| 23 4 | 3 0.03 0.12 0.07 - 
| 0.25| 5 | 0.25* 
wi ill = _— ini 
Bipheny! 110s | | 3 33 500 5 165 12 | 110 ee 
DDT 2. 4 |} 21 5 20 | 2 10 ak ae ++ 
Demeton |} 0.3 | 0.5 | 0.3* 
(Systox) | 0.75 | 17 18 5.5 10 | 0.1 0.55 0.24 0.75* -* 
1.25 0.25 | | | 1.25* 
Dowpon 2 2 | | | 
3 e | | 
10 10 14 7 300 3 21 7 10 aaa 
30 } 1 | | 30 
Endrin 0.1 |} 15 7 3 0.03 0.21 0.07 0. ). 1 om 
Guthion 2 | | 3 | 33 5 0.05 1.7 | 0.12 2* * 
Heptachl 0.1 | 20 . 5 0. 05 0.25 0.12 a 0.1* 
M alathi on eciy | 27 4 <1000 |< 10 <40 | <23 &. 8 
Methyl 5 4 - | 
Bromide 20 4 | 
(as inorganic | 30 ; 1 31 3 3000 =| 300 | 900 | 700 200 200 
bromide) 50 12 | | | | 
| 75 10 | 
200 <1 | | 
SES 2 i<l 11 9 200 2 18 4.7 6 6* 
6 10 | 
Zineb 1 10 | | 7 
31 | 3 500 5 15 12 7 7 
7 21 | | | 





iFigures in italics are based on human data. 


*Tolerance close to estimated safe level for human consumption. 
of foods. 


All foods in this instance refers to all fruits, vegetables and cereals. 


**These tolerances should be restricted to present list 
**List of foods could be increased slightly at present tolerances. 
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tolerance based on safety for all foods, and therefore, the established tolerance 
could not be extended to cover all fruits, vegetables and cereals. In a few 
cases, the existing list of crops could be increased slightly, as indicated in the 
table. 

For some pesticides it is necessary from a safety standpoint to retain multiple 
tolerances and restrict these chemicals to the present list of foods. For example, 
the following calculation demonstrates why two tolerances are required for 


Aldrin, since considered together they are close to the maximum estimated 
safe level for human consumption: 


(Safe level for man) X (% of diet) =(y p.p.m. X & of diet) 
+(z p.p.m. X % of diet) 

0.03 p.p.m. X 100%= (y p.p.m. X 18%) + (z p.p.m. X 5%) 
0.03= (y X 0.18) + (z X 0.05) 


As this is a single equation with 2 unknowns, it is necessary to substitute one of the 
proposed tolerances for either “y” or “z”. 


In this instance the proposed tolerance of 0.1 p.p.m. is substituted, 


0.03 = (0.1 X 0.18) + (zX 0.05) 

0.03 = 0.018 + 0.05 z 

0.05 z = 0.012 

Z = 0.24 p.p.m. 

Thus, if a tolerance of 0.1 p.p.m. of Aldrin is established for 18% of the foods 
in the diet, a tolerance of 0.24 p.p.m. could be established for 5% of the foods. 
The second tolerance is presently established at 0.25 p.p.m., which is very 
close to this figure. As the number of tolerances for any one pesticide increases 
the solution of the equation becomes more complex, unless the highest 
tolerance is equal to or less than the maximum possible tolerance based on 
safety for these foods. 


Discussion 


Tolerances have been established in the Regulations under the Food and 
Drugs Act for approximately 45 pesticides on a variety of fruits, vegetables and 
cereals. At the present time the foods on or in which these residues m: iy appear 
are specifically named. In many cases from a safety standpoint it w ould appear 
reasonable to extend the list of foods to cover all fruits, vegetables and cereals 
without naming the individual foods, provided that adequate methods of 
analysis for residues in these foods are available. However, there is the 
possibility that some foods may by necessity require a much higher tolerance 
than any presently existing, and in this instance the individual foods would 
have to be named. 

In the interests of safety to the consumer and in the light of present knowl- 
edge it would appear necessary to restrict some of the pesticides to the present 
list of foods. In individual cases some new foods might be added if others are 
deleted, as the present tolerances are close to the theoretical safe limit for 
human consumption. 

Several insecticides were in general use before the policy of promulgating 
tolerances was established. Some non-official tolerances were used for these 
chemicals based on the requirements for use. When official tolerances were 
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promulgated later an attempt was made to accommodate the requirements for 
use insofar as possible, provided that there was no hazard to the consumer. 
It is our understanding that some pesticides are not presently being used on 
all the foods listed, thus the food factor is actually somewhat larger than would 
be indicated for these chemicals. Analyses carried out in the Food and Drug 
Directorate indicate that tolerances are more than adequate for most of the 
pesticides analyzed to date; for example, the average residue of DDT was 
found to be 17% of the tolerance or 1.2 p.p.m. with only a few approaching or 
slightly exceeding the official tolerance of 7 p.p.m. However, the tolerance has 


to aa higher dats the average residue found in order to cover the few high 
values expected in any normal distribution. 


SUMMARY 


The criteria used to evaluate data for a tolerance for residues of a pesticide 
in or on foods are presented. 


The method by which a tolerance is determined from the above information 
is described. 

Some representative tolerances have been enumerated along with possible 
modifications of these for use on the present list of foods and on all fruits, 
vegetables and cereals, based on considerations of safety and use. Where 
possible, an attempt has been made to see where multiple tolerances could be 
eliminated, and where existing tolerances could be extended to all fruits, 
vegetables and cereals if this is thought to be desirable. 

Of the approximately 45 pesticides for which tolerances have been esta- 
blished, about one third should be restricted to the present list of foods at the 
established tolerance. The tolerances for a few pesticides could be extended to 
cover a larger number of foods, but not all. The tolerances for the remainder 
could be extended to cover all fruits, vegetables and cereals if this is thought 
to be desirable. The extension of existing tolerances to a larger list of foods is 
limited, however, by the fact that there must be a satisfactory method of 
analysis for the residues on these foods, and some foods may by necessity 
require a higher tolerance than any presently established. 
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ESSENTIAL CONSIDERATIONS IN THE USE OF ANTI-RABIC 
VACCINE IN MAN 


— current high incidence of rabies in animals in Ontario has occasioned 

a greatly increased use of anti-rabic vaccine in man. A physician treating a 
person bitten by a dog is confronted with the question “Is rabies vaccine neces- 
sary in this case?” Frequently, the offending dog is a stray one, is not known or 
cannot be found. Essential information, therefore, is lacking as to the dog's 
history and condition. Because of the alarm in the community concerning 
rabies, the physician is constrained to be “safe” by administering vaccine. The 
administration, however, is not without risk and ‘careful consideretion should 
be given before vaccine administration is undertaken. It is helpful, therefore, 
to review the established facts concerning the disease and the use of specific 
preventive measures. 


Incidence in Canada Outbreaks of rabies in Canada have been reported in 33 of 
the last 48 years. In 1947, a disease occurring in foxes in the Northwest Territories 
was established as being rabies. In 1952, rabies occurred in northern Alberta, spread- 
ing later through the northern areas of British Columbia, Saskatchewan and Manitoba. 
The outbreak in Alberta directed attention to the importance of wild life as a reser- 
voir of infection. This important fact greatly increased the difficulties of the control 
problem. Mass vaccination of dogs in the areas affected was introduced with success. 
In 1954, an outbreak occurred in northern Ontario which moved southward into 
the counties of Simcoe, Hastings and Renfrew with 46 confirmed cases in Ontario. 
This spring and summer (1958), rabies extended further with a marked increase 
in incidence as evidenced by the recording of 161 positive cases in animals in the 
month of July—more than were recorded in the entire preceding year. 

Occurrence in Wild Life Dr. K. F. Wells (1), Veterinary Director General, in a 
review of rabies in Canada has emphasized the role of w ild animals in its spread. 
In Ontario, any the year 1955-56, 137 cases were diagnosed and of this number 
85 were foxes, 23 dogs, 16 cattle and 8 calves. There was also one wolf, one lynx 
and two racoons. Dogs and cats taken into the northern areas or other areas where 
foxes or other wild animals are numerous may become infected and when brought 
home may develop rabies. Rabies may also be transmitted to man by the v ampire 
bat and the disease was re ported this year in three bats in British Columbia. 

Clinical Findings Rabies has an incubation period varying according to the species 
of animal and to the place and extent of the biting. In dogs this pe riod is from three 
weeks to ~~ weeks, but may be several months, and in man the period is from 


(1) Wells, . F.: Canad. J. Pub. Health, 1957, 48: 239. 
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twenty to sixty days, but may be longer. In cattle the incubation period extends 
from one to six months. It is the length of the incubation period in man that made 
it possible for Pasteur to administer a sufficient number of doses of his preventive 
vaccine to afford protection. The virus implanted in the wound from the saliva of the 
rabid animal travels slowly to the brain and symptoms develop when the virus affects 
the brain tissue. Thus, bites through clothing are not as dangerous as those on the 
bare skin. Bites about the face, head and neck are most serious for the period of 
incubation tends to be short because of the proximity to the brain. 

The saliva becomes infectious a few days (4 to 6) before the onset of the classical 
symptoms and infectivity persists during the illness. It is known that in some rabid 
dogs the virus is not present in the saliva. The incidence of the disease among those 
bitten by rabid animals is not more than 50%. The disease is ushered in by a period 
of excitement and it is during this time that the rabid dog or other animal may travel 
distances biting at objects coming across its path. This period is followed by paralysis 
and death. In the so-called dumb rabies, the period of excitement is short and weak- 
ness and paralysis follow quickly. A dog suffering from dumb rabies may not be 
suspected of rabies as the animal may exhibit difficulty in sw allowing, muscle weak- 
ness, and other symptoms which are not suggestive of rabies. 

Cleansing of W ound Cauterization was practised for many years. On this continent, 
thorough washing, using a 20% solution of soft soap introduced into the wound under 
pressure from a 20 or 50 cc. syringe has been found to be a satisfactory method for 
cleansing the wound. Where practical, fuming nitric acid may be used as a cauter- 
izing agent in exposure to known rabies. 
Anti-rabic Vaccine In 1884, Pasteur introduced the use of anti-rabic vaccine basing 
his method of prevention on his observations that the virus of rabies from a mad 
dog could be attenuated by a long series of brain passages in rabbits. This attenuated 
virus was spoken of as fixed virus and although highly virulent for rabbits, it had 
lost much of its virulence for man. Pasteur recommended a series of 21 daily doses, 
each of 2 cc. In 1912, Col. Semple in India modified the method of preparation and, 
today, vaccine in general use consists of a 4% solution of fixed rabies virus prepared 
from the brains of rabbits, inactivated with phenol. This vaccine is given sub- 
cutaneously in 14 daily doses of 2 cc. In severe bitings, especially on the face, head 
or neck, 7 additional doses (making a total of 21) are recommended. These additional 
doses are administered during the first 7 days of the treatment. 
Anti-rabic Serum It is known that neutralizing antibodies appear in the serum in 
from 14 to 21 days after the commencement of vaccination. These antibodies are 
believed to play an important part in preventing rabies. Serum from horses and sheep 
which have been hyperimmunized to rabies has been used in preventive treatment 
for some years. Recently, its value has been stressed when used as an adjunct to the 
regular course of anti-rabic vaccine in persons severe ‘ly bitten, particularly on the face 
and hands. Anti-rabic serum. is given in a dose of 0.5 ce. per kilo of body weight 
within 24-72 hours of the biting and at the same time vaccine treatment is com- 
menced, The large amount of serum required (50 cc. or more for an adult) and the 
necessity of its very prompt administration limits its use. The occurrence of serum 
reactions following administration is also to be remembered. Serum should be used 
in Canada only for cases of very severe biting and exposure to known rabies. One 
dose of serum is recommended as additional doses are believed to interfere with the 
development of protection by the vaccine. The value of the combined treatment is 
shown in an experience in Iran, (2) in 1954, where of 29 cases bitten by a rabid 
wolf, some were treated with phenolized vaccine and others with serum and vaccine. 
Of five subjects bitten on the head receiving treatment with vaccine only, three died 
of rabies. Of thirteen subjects with the same type of bite receiving serum associated 
with vaccine treatment, only one contracted rabies. 
Vaccination of Animals This is conducted jusing a onedose treatment consisting 
of an attenuated living virus which has lost almost all of its ability to produce in- 


(2) W.H.O, Expert Com. on Rabies, Third Report. #121. 
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fection as a result of many passages through the developing chick embryo in incubated 
hens’ eggs. The strain commonly employed is the Flury strain. The ability of this 
vaccine to protect man has not yet been fully established. 


ADMINISTRATION IS NOT WITHOUT RISK 


The administration of a course of anti-rabic vaccine should not be under- 
taken without the appreciation that it involves 14 injections of a 4% suspension 
of rabbit brain tissue containing inactivated rabies virus. Although reactions 
are generally confined to local tenderness and redness and seldom interfere 
with the ordinary activities of the patient, yet the possibility of a neuro-paralytic 
accident (encephalitis ) must be const: intly remembered. This may occur dur- 
ing the latter part of the treatment or shortly afterwards. This complication 
may present itself as a mild neuritis with localized weakness or paralysis or 
widespread neuritis with severe paralysis. It is suggested that the essential 
factor is the development of sensitivity to some constituent of normal rabbit or 
other foreign tissue of the vaccine. In India, (3) the study of more than 300,000 

vaccinated persons showed an incidence of 1 in 23,000. Higher rates have been 
recorded in other countries (1 in 10,000) and the incidence in several studies 
in the United States showed much higher figures (1 in 800). In Canada, how- 
ever, only one or two cases have been recorded among those receiving vaccine 
during the past 46 years. There is no explanation for this fortunate record but 
the number receiving vaccine in Canada is small in comparison to the number 
receiving vaccine in the countries where the incidence of encephalitis is high. 

Whenever possible the dog which occasioned the injury should be held under 
observation for a minimum of 10 days. If suffering from rabies, the dog will 
exhibit symptoms or will have died during this period. If so, its head, properly 
packed in ice, should be sent to the appropriate diagnostic laboratory serving 
the area. Regional veterinary inspectors of the Department of Agriculture 
will undertake to forward the head to the Department of Agriculture, Health 
of Animals Division, Hull, Quebec for laboratory examination. These procedures 
will reduce the number of unnecessary administrations of rabies vaccine. 

These well-known facts permit the following recommendations concerning 
the administration of anti-rabic vaccine in man. The vaccine should be 
given to: 

(1) persons bitten by animals that have been proved to be rabid either by 
clinical symptoms or by microscopic examination of the brain; 

(2) persons whose hands or face have been contaminated with saliva of a 
rabid animal without being bitten (because of the possibility of the presence 
of cracks and hang-nails or other small open wounds); 

(3) persons bitten by stray dogs when it proves impossible to locate the 
dog for observation and diagnosis; 

(4) persons bitten, pending laboratory examination of the brain of the 
biting animal, provided that there were symptoms, or that actions of the animal 
were suspicious; 

(5) persons who have had contact with a fox, skunk, cat, or other animal 
which has exhibited symptoms of rabies or which has been found to be rabid 
on clinical examination. 


(3) Pasteur Institute, South India, Coonoor, Annual Report, 1954. 








Letters to the Editor 


To the Editor: 

It has long been proven by post mor- 
tem examinations that the majority of 
sudden deaths in infancy reported as due 
to “suffocation” are in fact due to acute 
infections(1) (2) (3) (4). It is unfor- 
tunate to see this inaccuracy being not 
only reported but emphasized as an im- 
portant cause of “accidental death” in the 
paper on “Fatal Accidents in the Home” 
published in the Canadian Journal of 
Public Health in June 1958. 

In 1946 a paper on this subject was 
presented at the American Public Health 
Association meeting and published in 
the American Journal of Public Health 
in June 1947, so that this information 
should be known to public health work- 
ers and the editorial board of the C.J.P.H. 

Paediatricians are aware of this error 
in statistical reports as shown in the 
paper “Accidents in Childhood” by Neil 
F. Duncan, M.D., referring to deaths 
under 1 year. “In this group are included 
those deaths due to suffocation. If closer 


post mortem examination were possible 


in those cases, it is certain that more 
would have been found due to over- 
whelming infection” (4). 

Taking into account the fact that these 
errors are reported on death certificates 
which are the only information available 
to the Dominion Bureau of Statistics, it 
still remains of prime importance to 
maintain an awareness of their deficien- 
cies. While the interest in accidental 
deaths is commendable in preventive 
medicine, it is not to be forgotten that 
infections are still a most important cause 
of death under one year of age. 

Yours truly, 


Ruth McDougall, M.D., D.P.H. 
Montreal 25, Que. 


(1) Farber, S.: New Eng. J. Med., 1934, 
211: 154. 

(2) Goldbloom, A. and Wiglesworth, F. W.: 
Canad. M.A.J., 1938, 38: 119. 

(3) Davison, W. H.: Brit. M_J., 
Aug. 25, 251. 

(4) Duncan, N. F.: 
78: 575 

(5) Werne, |]. and Garrow, I.: Am. J. Pub. 
Health, 19417, 37: 675. 


1945, 


Canad. M.A.J., 1958, 





To the Editor: 

May I take this occasion to thank Dr, 
McDougall for focusing medical attention 
on the death certificate. Her contention 
that acute infections would often be the 
real cause of many deaths officially 
labelled suffocation is unquestionably 
true. But surely she would agree that, 
after query in dubious cases, the statis- 
tician must report medical opinion as 
officially recorded in a legal and medical 
document especially when he is obliged 
to follow explicit instructions detailed in 
the International Statistical Classification 
of Diseases. In my brief talk on home 
accidents, which incidentally was_pri- 
marily concerned with falls, fire and 
poisonings, should I have interjected 
that a large proportion of suffocations 
were really the result of infection? Would 
many in the audience have preferred the 
views of the statistician on a medical 
matter over those of the certifying phy- 
sician? Actually, I think it is a little pre- 
sumptuous of me to say that the medical 
opinion on the death certificates is not 
really as bad as doctors often tell us. 
Dr. McDougall illustrates where acci- 
dental suffocation may be overstated but 
there are places where it is understated. 
For example, in infant deaths due to 
suffocation where the underlying cause 
of the suffocation is not specified and in 
the case of asphyxia n.o.s. where suffoca- 
tion is qualified, the assignment is not 
made to the accident category. After 
looking at harrowing details on a number 
of death certificates I am sure that acci- 
dental suffocation of infants is a real 
menace but this is not intended in any 
way to belittle the ever-present threat of 
infection. 

I think we can all agree that vital sta- 
tistics constitute an essential starting 
point for research but eternal vigilance 
from the medical profession is the price 
that must be paid for progress. The 
statistician can speak with no more pre- 
cision than the be permit. 

Sincerely, 


Edward J. Brower, M.A. 
Dominion Bureau of Statistics 
Ottawa, Ontario. 
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Health Education 


What Do We Want in Health Education 


in Canada?’ 


The Dentist 
M. JARRETT, D.D.S.* 


A dictionary defines a profession as a 
“vocation, calling, especially one that 
inv olves some branch of learning or 
science”. There is in these words the 
sense of being called or summoned to 
this particular career. I believe that this 
is true of us and because of this fact, we 
must hold a high conception of our call- 
ing. The public will not value us more 
highly than we value ourselves. Do not, 
therefore, undervalue our calling as pro- 
fessional people in public health. 

The first aim of a professional man or 
woman must be to help those who re- 
quire the services he or she is in a 
position to render. The nature of our 
respective professions qualify us for these 
services, and we must use all our initia- 
tive and skills to try to fulfill, to the best 
of our ability, the obligations which we 
have assumed as professional people. 

Speaking now of dental problems, we 
know that dental disease is universal. 
Recent publications indicate that this 
problem of dental disease has superseded 
the “common cold” as the most common 
disease of man. The primary dental 
health problem seems to be the lack of 
appreciation the public has of it or even 


awareness of its importance. Approxi- 
mately one in three persons receives 
regular dental service. The value of 


dental health and how it may be achieved 
should be taught to the whole population. 
As directors ‘of dental health programs 


1From_ a panel discussion on health 


education presented at the annual meeting, 
Canadian Public Health Association, May 
1957, Toronto, Ontario. 
2Director of Dental Services, Wellington 
County Health Unit, Fergus, Ontario. 
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we have set as our goal, a generation of 
children reaching school age without 
dental defects. This, we realize, consti- 
tutes a tremendous task and one which 
will require all our resources and the 
interest and active co-operation of col- 
leagues in the active practice of dentistry, 
of all public health personnel, and of 
the government and community officials 
and lay personnel that can be induced to 
assist us either directly or indirectly. 

We have, in some respects, an easier 
task than other public health divisions, in 
that we have statistical data to indicate 
how we are doing. We are able to direct 
our plan of attack to the weak points. 
Then too, we are teaching only two or 
three salient points at a time, or may | 
say all the time. These are nutrition, 
oral hygiene, and early and adequate 
care. We are ch: lenged constantly to 
find new ways to present the same 
story. 

All engaged in public health are edu- 
cators. We all realize that the most 
effective teaching is done on an indi- 
vidual basis. But to do this would require 
a vast army of workers. Therefore, we 
must turn to some form of mass educa- 
tion. It is in this field that the health 
educator, I believe, has much to offer to 
health departments and health units. The 
health educator, having had special 
training, is a specialist in mass educa- 
tion. It is our responsibility as profes- 
sional health workers to supply to the 
educator the necessary material to use, 
having in mind the specific programs 
being undertaken. 

We must realize 
cator is more 


that the health edu- 
than a “librarian” and 
“clipper” of articles relevant to the work 
of the different sections of a health 
lepartment or unit. T feel that the health 








educator needs the satisfaction as we do, 
of having a job to do and of seeing 
results—“job satisfaction”. As speci ialists 
in the different sections of health work, 
we must take the responsibility for the 
material content supplied to the health 
educator, whether it be in the form of 
writing for newspapers, speaking to 
interested groups, radio presentations or 
preparation and staging of television 
programs. 

In our own unit, an educator has been 
working with us for more than two years 
and I believe that he is becoming more 
and more expert at interpreting the 
content of our programs. He has done 
an excellent job of publicity, relieving 
the medical officer of health of much 
work in the preparation of our special 
projects. The contacts with the local 
radio stations, and the two television 
studios have enabled us to use their 
facilities almost on request. This has 
proved a further and very useful aid in 
informing the public of our plans. Last 
year we were able, through the good 
offices and generosity of station CKCO, 
to stage a series of weekly half-hour 
television shows throughout the summer. 
These were very well received and 
gained a very good rating. This station 
has offered to us as much or more time 
this year or we have 
health educator who 
is able to help produce and stage the 
programs and the officer of 
health and the directors and supervisors 
of the other divisions to provide content 
tor the that we will 
all have a feeling of job satisfaction. In 
the final analysis 


summer. Because 


the services of our 


meclical 


program, | am sure 

job satisfaction in its 
different forms is the most important part 
of any job. 

Speaking for myself, I believe that my 
work has been made 
through the 
educator. | 


more useful in our 
services of a health 
am glad that we have one 
and hope that we do not soon lose his 


crvice¢ 


aréa 


The Sanitary Inspector 
GORDON WILSON, C.S.1.(C)4 
| believe that every member of the 
public ilth team is a health educator 


nd aoe i ore 


‘at deal of health education 
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in the course of his or her day-to-day 
work. I am convinced that sanitary in- 
spectors are fully aware of their res- 
ponsibility and of their opportunities to 
engage in health education in their con- 
tacts with the community. As a group, 
we are second only to the medical officers 
of health in terms of the length of our 
service in public health. Nevertheless, 
we are aware of the fact that our services 
are not as well understood by the public 
as the services provided by some other 
members of the health team, despite the 
fact that they are just as essential to a 
high standard of community health. Our 
services are not always as dramatic as 
those of the physician or the public 
health nurse and, therefore, more effort 
is needed to develop proper understand- 
ing in the community. A person trained 
and experienced in health education is in 
a position to assist sanitary inspectors in 
their health education activities. 
During the past two vears, I have been 
working in an urban health unit in a 
metropolitan area which has a health 
educator on a part-time basis. This com- 
munity has had health services over a 
considerable period of years. I have been 
impressed by the awareness of the public 
of the services provided by the health 
department. Having previously worked 
in a large city health department and 
then in a rural area, I am convinced that 
in the rural area there is an even greater 
need for health education. In rural com- 
munities where the families continue to 
live generation after generation, there is 
a tendency for the people to adhere to 
community practices and ideas. These 
attitudes and habits are not easy to 
change. Too often, the great need for 
careful interpretation of the work of the 
health department tends to be over- 
shadowed by the urgency of making 
essential improvements. These well meant 
attempts to impose 
local people before 
appreciate the 
often resulted 
Little 
cnvironmental 


ideas on the 
they understand and 
need for 


new 


change have 
friction and confusion. 
progress can be anticipated in 
without indi 
vidual and community support for the 


control of practices that affect the health 
York 


sanitation 


‘Sanitary 
Health Unit 


Inspector, East 
Toronto. 


Leaside 
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of the community, and the provision of 
safe milk, food, and water supplies. 
Since I had not worked in a rural 
health unit with a health educator I 
visited the unit where I was previously 
a member before a well qualified health 
educator had been appointed. I was most 
impressed by the fine work that was being 
done by the sanitary inspectors who were 
working with the health educator. The 
health educator can assist the sanitary 
inspector in explaining his role in com- 
munity health. In this rural unit this 
has been done through articles in weekly 
newspapers in which individual phases 
of the sanitary inspector’s work have been 
described. These articles have been the 
joint effort of the sanitary inspectors and 
the health educator. The health educator 
made arrangements with the newspaper 
editors for weekly articles on various 
community health topics. The importance 
of community sanitation has also been 
presented by sanitary inspectors in the 
regular weekly radio broadcasts of the 
unit. These presentations have included 
interviews, questions and answers, and 
panel discussions. The use of television 
in community health education has 
proved most valuable. This has been a 
pioneer effort in this field in Ontario. 
In foodhandlers’ courses, the health 
educator has assisted the sanitary in- 
spectors by procuring materials for dis- 
cussion, by obtaining audio-visual aids 
(films, filmstrips) and by helping the 
inspectors to learn some of the most 
effective methods of stimulating dis- 
cussion. Through the health educator's 
efforts, the interest of foodhandlers can 
be stimulated to the extent that they 
desire to attend the courses. Some edu- 
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cators have felt that one of the major 
problems in increasing interest in such 
a course has been the grouping of all 
food handlers together, whereas it is 
probably advantageous to bring all the 
dishwashers together in one group and 
to have different groups for waitresses, 
and still a different group for the owners 
and operators because of the divergence 
of interests. 

Some health units are fortunate in 
having the services of a public health 
veterinarian while many do not. In the 
latter case, it is the responsibility of the 
sanitary inspectors to ensure the safety 
and quality of the milk and milk pro- 
ducts that reach the public. This area 
represents exceptional opportunities for 
group teaching, group discussion, and 
group action, and again the health 
educator could assist in procuring films 
and other materials and in the use of 
group discussion methods. 

In summary, I would like to state 
that the health educator is a member of 
the public health team to whom I can 
go for advice and assistance on the most 
effective methods of bringing any phase 
of the sanitation program to the attention 
of the community as a whole. I am con- 
vinced that better public understanding 
of the sanitary inspector's duties will 
make our work easier, and also improve 
the public relations between the sanitary 
inspector and those with whom he is 
working, thereby making the sanitation 
program more effective, and contributing 
to better community health. To me, the 
health educator is an educational re- 
source person available to assist me as a 
sanitary inspector in conducting a bettet 


program in my day-to-day work. 


BRANCH 
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PART IV 


REPORT OF THE COMMITTEE ON HONORARY LIFE 
MEMBERSHIP 


J. T. Phair, M.B., D.P.H., Chairman 


IN PRESENTING ITS REPORT this year, our Committee has thought it wise 
to depart from the general practice of conferring Honorary Life Membership 
upon distinguished Canadians who have retired from the field of public health 
in order to pay tribute to the contributions of Dr. Brock Chisholm, Dr. M. G. 
Candau and Dr. W. G. Smillie. We are honouring Dr. Chisholm and Dr. 
Candau because, jointly and singly, they steered the World Health Organiza- 
tion through its first difficult decade. We pay homage to Dr. Smillie as one of 
the best known and most respected health leaders of the present generation. 
The following are the awards that have been made in past years: 


1933-34—Elizear Pelletier, M.D., Montreal, P.Q. 
John A. Amyot, M.D., Ottawa, Ont. 
J. D. Page, M.D., Quebec, P.Q. 
Charles A. Hodgetts, M.D., London, Ont. 
1934-35—Surgeon General H. $. Cumming, Washington, D.C. 
H. W. Hill, M.D., D.P.H., LL.D., London, Ont. 
M. Stuart Fraser, M.D., Winnipeg, Manitoba. 
1935-36—W alter H. Brown, M. D. , Palo Alta, Cal. 
A. J. Chesley, M.D., St. Paul, Minnesota 
J. W. S. McCullough, M.D., D.P.H., Toronto, Ont. 
Mr. E. S. McPhail, Ottawa, Ont. 
1936-37—John A. Ferrell, M.D., New York, N.Y. 
George F. Buchan, M.R.C.P., D.P.H., London, Eng. 
Helen MacMurchy, C.B.E., M.D., Toronto, Ont. 
1937-38—Seraphim Boucher, M.D., D.P.H., LL.D., Montreal, P.Q. 
Alphonse Lessard, M.D., Quebec, P.Q. 
H. E. Young, M.D., LL.D., Victoria, B.C. 
1938-39—Sir Arthur MacNalty, M.C.B., M.D., F.R.C.P., K.H.P., London, Eng. 
A. J. Douglas, LL.D., B.A., M.D., C.M., F.R.C.P.(C), Winnipeg, 
Manitoba 
John Knox McLeod, M.D., Sydney, Nova Scotia 
John J. Cameron, M.D., Antigonish, N.S. 
1939-40—E. W. Montgomery, M. S., M.D., C.M., LL.D., F.A.C.P., Winnipeg 
Manitoba 
Honourable J. M. Uhrich, Ph.C., M.D., Regina, Sask. 


442 





Oct. 1958 ANNUAL REPORT 443 


1941-42—William Warwick, M.D., D.P.H., Fredericton, N.B. 
George Dana Porter, M.B., Toronto, Ont. 
1946-47—Elizabeth Smellie, C.B.E., LL.D., Ottawa, Ont. 
Sir Wilson Jameson, London, England 
1947-48—P. S. Campbell, M.D., Halifax, N.S. 
Arthur Wilson, M.D., Vancouver, B.C. 
Sir Allen Daley, London, England 
1951-52—Malcolm R. Bow, M.D., D.P.H., Edmonton, Alta. 
Miss E, Russell, R.N., Winnipeg, Man. 
1954-55—Lt. Col. Allan Coats Rankin, C.M.G., M.D., C.M., D.P.H., F.R.C.P. 
(C), Edmonton, Alta. 
Robert M. Shaw, M.D., D.P.H., F.R.C.P.(C), Edmonton, Alta. 
1955-56—Roy Fraser, B.S.A., M.A., F.R.M.S., LL.D., Sackville, N.B. 
Margaret E. MacKenzie, R.N., Halifax, N.S. 
John J. MacRitchie, M.D., C.M., Halifax, N.S. 
Mac Harvey McCrady, B.S., D.Sc., Montreal, P.Q. 
Freeman O'Neil, M.D., Sydney, N.S. 
Joseph P. Richard, M.D., Petit Rocher Nord, N.B. 
1956-57—E. G. D. Murray, C.B.E., M.A., L.M.S.S.A., M.D., D.Se., F.R.S.C. 
London, Ont. 
Fraser Brockington, M.D., B.Chir., D.P.H., M.Se., M.R.C.S., 
L.R.C.P., Manchester, 
Florence Emory, R.N., Toronto, Ont. 
Frederick W. Jackson, M.D., D.P.H., Winnipeg, Man. 


G. BROCK CHISHOLM, M.D. 


WHILE DR. CHISHOLM’S method of entry into the field of public health 
administration was not unique, it was distinctly different. His background of 
professional interest was in one of the newer facets of the field, namely, mental 
health. He came in with his vision unhampered by years of exposure to the 
many problems which constantly beset the individual who has come up the 
hard way through the municipal or provincial field. Having exemplified his 
administrative skill while in the Army Medical Corps, he was appointed 
Deputy Minister of National Health. Here, he added to his knowledge of 
health problems and related administrative procedures. He was a logical 
candidate for the post of Director General of the World Health Organization. 
His success in developing and welding this extraordinary organization into a 
functioning whole was an amazing achievement and transcended the promises 
of his many admirers. 


Dr. Chisholm entered the field of psychiatry after spending some vears in 
private practice. He shared a continuing interest in military matters and, at the 
outbreak of the Second World War, he was promptly seconded to the general 
staff, serving as Director of Personnel Selection, as Deputy Adjutant General 
and later, as Director General of Medical Services. When he was appointed 
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Deputy Minister of National Health in 1944, he exhibited extraordinary skill 
in the post-war expansion of that Department. In 1946, Dr. Chisholm took 
over the direction of the Interim Commission of the World Health Organiza- 
tion, and two years later, became its first Director General. Perhaps the follow- 
ing quotation from an editorial, which appeared in an international journal at 
the time of his retirement, might best serve to express the universal opinion of 
those who knew the World Health Organization and its program: 


“When the World Health Organization was organized a little over 
seven years ago, it was unusually fortunate in two respects. Its sponsors 
framed a constitution of the widest possible scope, envisaging public 
health in its most modern and constructive sense; and the Interim Com- 
mission was able to find in Brock Chisholm a leader of unparalleled 
capacity. 

Dr. Chisholm’s retirement after nearly two years with the Interim 
Commission and five years as director-general of the World Health 
Organization closes a notable chapter in the history of public health and 
of international collaboration. His dealings with individuals were directed 
by the skill of an experienced psychiatrist; and his vision and courage in 
program planning were characteristic of a leader of inherent and essential 
greatness.” 


We, in Canada, are justly proud of the contribution made by Dr. Chisholm 
in the international field, and welcome this opportunity to do him honour. 


MARCOLINO G. CANDAU, M.D., M.P.H. 


THE CHOOSING of a successor to Dr. Brock Chisholm as Director General 
of the World Health Organization, some five years ago, was a task of very 
great moment. In a very real sense the future of WHO rested in the hands of 
Dr. Chisholm’s successor. The members of the Executive Board of WHO 
were conscious of the fact that they had in the person of the Deputy Director 
an able, experienced and uniquely qualified leader who was devoted to the 
fulfilment of the high ideals of the office. Dr. Candau was, therefore, the 
logical choice. He had already proved himself a skilled administrative officer. 
In 1951, he had been appointed Deputy Director of the Pan-American Sanitary 
Bureau—the regional WHO organization for North, Central and South America. 
Prior to this, he had served first as Director of the Division of Organization of 
Public Health Services and, later, as Assistant Director General in charge of 
the Department of Advisory Services. 


Dr. Candau was born in Rio de Janiero in 1911. He graduated in medicine 
from the University of Rio de Janiero, and subsequently from the School of 
Public Health, Johns Hopkins University, Baltimore. He was appointed to the 
post of Director, Servigo Especial de Satde Publica established by the Brazi- 
lian Government and the Institute of Inter-American affairs. His early task 
was to develop programs for the improvement of the health of the people 
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living in the vast Amazon Valley. As the result of this opportunity, Dr. Candau 
brought to his work as Director General a wide and practical experience of 
the improvement of health in under-developed areas as well as an intimate 
knowledge of WHO's policy and program in relation to advisory services to 
governments in the promotion of public health services. 


It is, indeed, fitting on this occasion that the Canadian Public Health 
Association should honour Dr. Candau for his outstanding service to the cause 
of world health and, at the same time, join in the expressions of appreciation 
of the organization of which he is Director General now being voiced in many 
countries in marking the tenth anniversary of the World Health Organization. 


WILSON G. SMILLIE, A.B., M.D., Dr.P.H., Sc.D. (Hon.) 


“PUBLIC HEALTH is a service to mankind to which one dedicates his life, 
whatever talents he has are poured unstintingly into his work. His activities 
and his ideas are blended with those of his co-workers and public health 
becomes to him almost a religious fervour, a form of devotion and a spiritual 
ideal.” In writing these words in the preface of his recent book Public Health: 
Its Promise for the Future, Dr. Smillie revealed the secret of his great success 
as physician, teacher, administrator, sociologist, author, and historian. 


Dr. Smillie early engaged in teaching as a member of the faculty of the 


state medical school of Sao Paulo, Brazil (1918-1920), later professor of public 
health administration, School of Public Health, Harvard University, and for 
eighteen years as head of the department of public health and preventive 
medicine, Cornell University. 


Not only is he a distinguished teacher and an able administrator but he is also 
an author of note. While he wrote two outstanding texts on preventive medi- 
cine and hygiene, not all of his interest lies in the academic field; he wrote a 
fascinating volume on the development of public health in the United States 
from 1607 to 1914. 


Among the responsibilities that Dr. Smillie has undertaken since he retired 
from university work are visits that he is now making to the schools of hygiene 
of North America and these visits are of special interest to us in Canada. The 
accreditation of schools of hygiene was established twelve years ago by the 
American Public Health Association and the personal visits made by him on 
behalf of the Committee on Professional Education have been of the greatest 
value. The schools of hygiene in the universities of both Toronto and Montreal 
are indebted to him for his most helpful visits. 


In 1954, Dr. Smillie received the Sedgwick Memorial Medal presented by 
the American Public Health Association in recognition of his contribution to 
public health. Dr. Smillie has likewise given generously of his time and talents 
to the furtherance of international public health, It is a privilege for the 
Canadian Public Health Association to honour him as a true and great 
ambassador of health. 
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REPORT OF THE LABORATORY SECTION 
F. O. Wishart, M.A., M.D., D.P.H., Secretary 


A QUARTER-CENTURY ANNIVERSARY was observed at the twenty-fifth 
annual meeting of the Laboratory Section, held in the King Edward Hotel, 
Toronto, on December 9 and 10, 1957. This milestone in the history of the 
Section was marked by attractive program covers in blue and silver design and 
by an enjoyable social hour at the conclusion of the sessions on the first day. 

The scientific program was of the usual high standard and dealt with a 
variety of timely topics. A total of nineteen stimulating papers were presented 
which provoked keen discussion. Over one hundred members were registered 
for these sessions. 

Under the able chairmanship of Dr. P. H. Greey, the annual luncheon 
meeting proved to be of exceptional interest. The guest speaker, Dr. Clare 
Wicks, Medical Superintendent, Toronto Hospital for Tuberculosis, gave an 
informative and entertaining illustrated account of a recent trip to India for 
the study of tuberculosis. An added touch of interest was given by Dr. L. E. 
Elkerton, formerly of the Indian Medical Service, and Dr. M. R. Cooper of 
India, now working at the Central Laboratories of the Ontario Department of 
Health, who moved the vote of thanks. 

The main topic of the business session was “The Future of the Laboratory 
Section.” Three proposals had been submitted to the membership prior to the 
meeting. These read as follows: 


(1) To discontinue the Christmas Meeting and meet as a Section of the 
General Meeting of the Canadian Public Health Association. 

(2) To continue the Christmas Meeting except in those years when the Gen- 
eral Meeting of the Canadian Public Health Association is held in Ontario 
or Quebec, when the Laboratory Section would meet with it. 

(3) To continue the Christmas Meeting as at present and, as well, arrange a 
laboratory program, possibly of a less technical nature, for the General 
Meeting. 

After a brief discussion proposal (3) was moved and adopted by an over- 
whelming majority. 

It is with deep regret that we record the deaths since the previous meeting 
of six members of the Laboratory Section: Dr. Robert McKeen, Dr. Harold 
Shaw, Dr. I. Moynihan, Dr. Gordon Cameron, Mr. William Schoenlein and 
Prof. Roy Fraser. A standing tribute of one minute’s silence was observed in 
remembrance. 

The following officers were elected for 1958: Chairman, Dr. J. C. Wilt, 
Winnipeg; Vice-chairman, Dr. N. A, Hinton, Kingston; Secretary, Dr. F. O. 
Wishart, Toronto; Council, Dr. C. E. van Rooyen, Halifax; Dr. G Dempster, 
Saskatoon, Dr. E. J. Bowmer, Vancouver, Dr. S$. Sonea, Montreal and Dr. F. 
Blank, Montreal. 

Montreal was chosen as the place of meeting for 1958 with the Sheraton- 
Mount Royal Hotel as headquarters, and the dates, December 14 and 15. 

Abstracts of the nineteen papers appeared in the January 1958 issue of the 
Canadian Journal of Public Health. 
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REPORT OF THE VITAL AND HEALTH STATISTICS SECTION 
H. G. Page, M.A., M.P.H., Secretary 


IN ACCORDANCE with the decision of the Section Council on March 2, 
1957, the 1957 annual meeting was held at the King Edward Hotel, Toronto, 
May 27-29, as part of the forty-fifth annual meeting of the Canadian Public 
Health Association. 


The Section held two sessions during the annual meeting at which (for 
purposes of the record) the following papers were presented: 


Tuesday, May 28 


The Second Mile in Health Statistics—J. H. Doughty, Director of Vital Statistics, 
Victoria, B.C. 


Health Statistics in the Medical Curriculum — Dr. J. Wyllie, Professor of Preventive 
Medicine, Queens’ University, Kingston, Ont. 


The Future of Morbidity Statistics -R. Kohn, Chief, Public Health Section, D.B.S., 
Ottawa. 


Some Problems in Industrial Morbidity Statistics - Dr. R. B. Sutherland, Division of 
Industrial Hygiene, Ontario Dept. of Health, Toronto. 


Wednesday, May 29 
Symposium — HOME ACCIDENTS 
Participants: 
Epidemiological Aspects — Dr. E. H. Lossing, Chief, Epidemiology Division, Dept. 
of National Health and Welfare, Ottawa. 
Health Education and Safety — Christian Smith, Director of Health Education, 
Saskatchewan Dept. of Public Health, Regina. 
Statistical — E. J. Brower, Assistant Chief, Vital Statistics Section, D.B.S., Ottawa. 


Vaccination and the Decline in Paralytic Poliomyelitis — E. H. Lossing, Director, Epi- 
demiology Division, Dept. of National Health and Welfare, Ottawa. 


The following resolutions were unanimously adopted by the Section, and 
by the Association at its Second General Session, Wednesday, p.m., May 29. 


Resolution No. 1 —- WHEREAS available vital and health statistics are often not used to 
their fullest possible potential in the administration of public health programs; 
AND WHEREAS this omission is frequently due to deficient liaison between the health 
statistician and the public health administrator; 
BE IT RESOLVED that persons responsible for the preparation and presentation of vital 
and health statistics should devote continuing attention to the objective of presenting 
these statistics in the most usable form possible in terms of the programs to which they 
have potential application; 
BE IT FURTHER RESOLVED that public health administrators and health statisticians 
should work towards closer collaboration in defining and meeting current statistical 
requirements. 


Resolution No. 2— WHEREAS accidents constitute the leading cause of death at all ages 
from the second year of life to age 40 and account also for a considerable load of non- 
fatal morbidity and disability; 

AND WHEREAS accidents occurring in the home have a particularly heavy effect at 
pre-school ages, where other causes of death have shown considerable declines; 

BE IT RESOLVED that in the publication of official national and provincial statistics 
special emphasis should be given to the analysis of accidental causes of death and disa- 
a with particular nal to the production of statistical information which can be 
used in preventive and educational programs. 


Resolution No. 3— WHEREAS there is a growing interest in, and need to, focus attention 
on the causes and prevention of late foetal deaths and deaths among infants in the early 
neo-natal period; 
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AND WHEREAS late foetal deaths and early neo-natal deaths comprise the great bulk 
of all deaths among viable infants; 

AND WHEREAS at present there is no agreement on how this sphere of mortality should 
be defined, despite the need for a uniform measure of it; 

BE IT RESOLVED that an official standard definition of perinatal mortality be set 
down for use in the publication of such data by all health and statistical agencies in 
Canada. 

Resolution No. 4-— WHEREAS the papers presented before the Vital and Health Statistics 
Section at the forty-fifth annual meeting of the Canadian Public Health Association make 
substantial contributions to the iucdagent and improvement of vital and health 
statistics in Canada; 

AND WHEREAS the contents of these papers should be made available to a wider circle 
than the Association members in attendance at the sessions; 

BE IT RESOLVED that the Vital and Health Statistics recommend that these papers be 
published in due course in the Canadian Journal of Public Health. 


The following Section officers were elected for the 1957-58 term: 


Chairman: Mr. J. H. Doughty, Victoria, B.C. 
lst Vice Chairman: Dr. Murray Acker, Regina, Sask. 
2nd Vice Chairman: Dr. Réné Maillé, Montreal, P.Q. 
Secretary: Mr. H. G. Page, Ottawa 
Member of Section Council: Dr. A. J. Phillips, Toronto 
Dr. G. E. Hobbs, London, Ont. 


Complete slate of Section Council members for 1957-58 term (year of 
retirement in brackets): 


Dr. J. J. Wyllie, Kingston (1958) 
Dr. C. B. Stewart, Halifax (1958 ) 
Mr. F. F. Harris, Ottawa (1959) 
Dr. A. Valois, Montreal (1960) 
Dr. A. J. Phillips, Toronto (1961) 
Dr. G. E. Hobbs, London (1962) 


REPORT OF THE COMMITTEE ON NOMINATIONS 
J. H. BatLuie, M.D., D.P.H., Chairman 


THE NOMINATING COMMITTEE recommends the nomination of the 
following as members of the Executive Council for the year 1958-59. 


Honorary President 
The Honorable Dr. J. H. A. Paquette, Minister of Health, Ministry of Health of the 
Province of Quebec 
President 
Dr. Jules Gilbert, Director of Health Education, Ministry of Health, Province of 
Quebec, and Secretary, School of Hygiene, University of Montreal, Montreal 
President-Elect 
Dr. J. S. Robertson, Deputy Minister of Health, Province of Nova Scotia, Halifax 
Vice-Presidents 
Miss Gabrielle Charbonneau, Director of Public Health Nursing, University of 
Montreal, Montreal 
Dr. R. S. Langstroth, Director, Division of Dental Health, Department of Health and 
Social Services, Fredericton 
Dr. J. Ernest Sylvestre, Director, Division of Nutrition, Maternal and Child Hygiene, 
Ministry of Health, Quebec 


Honorary Secretary 

Dr. G. W. O. Moss, Deputy Medical Officer of Health, City of Toronto 
Honorary Treasurer 
Dr. William Mosley, Director, East York—Leaside Health Unit, Toronto 
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Dr. R. D. Defries, Director-Emeritus and Consultant, Connaught Medical Research 
Laboratories, University of Toronto, Toronto 


Executive Committee 


Dr. G. F. Amyot, Victoria; Dr. J. H. Baillie, Toronto; Dr. A. E. Berry, Toronto; Miss Isabel 
Black, Toronto; Dr. A. R. J. Boyd, Toronto; Dr. W. G. Brown, Toronto; Dr. G. D. W. 
Cameron, Ottawa; Miss Helen Carpenter, Toronto; Dr. K. C. Charron, Ottawa; Dr. O. H. 
Curtis, Charlottetown; Dr. M. R. Elliott, Winnipeg; Dr. A. R. Foley, Quebec; Dr. J. 
Grégoire, Quebec; Dr. A. Groulx, Montreal; Dr. J. S. Kitching, Hamilton; Dr. G. M. 
Little, Edmonton; Miss Christine Livingston, Ottawa; Dr. G. E. Maddison, Saint 
John; Dr. J. M. Mather, Vancouver; Miss Ruth McClure, Edmonton; Dr. L. Miller, 
St. John’s; Dr. F. B. Roth, Regina; Mr. J. G. Schaeffer, Regina; Dr. G. G. Simms, Halifax; 
Mr. J. A. Stringer, Vancouver; Dr. A. B. Valois, Montreal; Dr. G. R. Walton, Regina; 


Miss Mary Wilson, Winnipeg. 
Executive Council 


The officers of the Association, members of the Executive Committee, Past Presidents, 
the provincial representatives (three to be named by each provincial Branch, Division 
or Association ) and the chairman of each Section of the Association. 


ASSOCIATION 


A Word about our Officers 


The executive officers of the Canadian 
Public Health Association are all honorary 
officers serving without honorarium. The 
Association is unique among similar bodies 
in being able to conduct its national work 
without salaried officers. Dr. Stewart 
Murray, Senior Medical Health Officer, 
Metropolitan Health Committee of the City 
of Vancouver, as president last year, gave 
generously of his time to the planning and 
conduct of the last annual meeting which 
was held in Vancouver. Dr. George Elliot of 
Vancouver served as president of the 
Western Branch of the American Public 
Health Association which joined with the 
C.P.H.A. in holding an outstanding meeting 
in Vancouver. Dr. Susan McMaster, as 
president of the British Columbia Branch, 
too, had part in making the meeting a very 
great success. 

The Association makes large demands on 
its busiest members. Dr. Jules Gilbert, 
Secretary of the School of Hygiene, Univer- 
sity of Montreal and Pre ‘sident of the 
C.P.H.A., is giving much time to the devel- 
opment of the Association’s program and to 
the planning of the forty-seventh annual 
meeting which will be held in Montreal next 
May. Dr. K. C. Charron, Director of Health 
Services with the Department of National 
Health and Welfare, is chairman of the 
Association’s financial advisory committee; 
Dr. A. E. Berry, Chief Engineer and General 
Manager of the Ontario Water Resources 
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Commission is continuing to give leadership 
in the training of sanitary inspectors as 
chairman of the committee responsible for 
this work; Dr. James M. Mather, Professor 
and Head of the Department of Public 
Health, University of British Columbia, has 
responsibility for the committee on profes- 
sional education with representatives from 
all fields of public health and Dr. Stewart 
Murray chairs the committee on social 
security. The responsibilities of the editor- 
ship of the Journal are not only exacting but 
require much time. Dr. R. D. Defries has 
served in this capacity since 1928. Dr. 
William Mosley, Director, East York—Leaside 
Health Unit and Professor of Public Health 
Administration in the School of Hygiene, 
University of Toronto, has served the Asso- 
ciation as honorary secretary and for the 
past five years as honorary treasurer. 

Members of the Association will be 
pleased to learn that Dr. George Moss, 
Honorary Secretary, is continuing in this key 
office. Dr. Moss resigned his appointment as 
public health associate in the Connaught 
Medical Research Laboratories as of Septem- 
ber 1 to become Deputy Medical Officer of 
Health of the Department of Health of the 
City of Toronto. He will also continue his 
work as lecturer in the School of Hygiene. 
With this decision of Dr. Moss to continue 
as honorary secretary, the executive com- 
mittee is able to implement the plans for the 
Association which were discussed at the 
annual meeting as they immediately relate 
to this year’s work. 
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International 
Andrew F. Balkany, D.P.H., former direc- 
tor, North Fraser Health Unit, British 


Columbia, is now head of the maternal and 
child health services section, Washington 
State Department of Health. 


National 


At the 58th annual meeting of the Cana- 
dian Tuberculosis Association held at the 
Chateau Frontenac in Quebec June 9-12, 
tribute of appreciation was paid to Dr. J. G. 
Wherrett for his services as Executive Secre- 
tary during the past 25 years. A unique 
presentation was made to Dr. and Mrs. 
Wherrett in the form of a silver tray on 
which were the signatures of scores of tuber- 
culosis workers from coast to coast. The 
presentation was made by Dr. C. G. Shaver, 
president of the Association. 


The annual report of Trans-Canada Medi- 
cal Plans, the largest voluntary group in the 
field, showed a net enrolment increase of 
362,741 persons in 1957, bringing the total 
enrolment of medically sponsored non-profit 
TCM plans to 3,083,884. The group's fi- 
nancial statement showed income as $57 
million. Of this, about 90% went for pay- 
ment of claims. Administrative costs ac- 
counted for 8% and the balance was trans- 
ferred to reserve. Enrolment continues to be 
made up principally from employee groups 
within each provincial plan area, but pro- 
vision of coverage for non-operating railway 
employees during the year substantially in- 
creased coverage from national employers 
of industry during the year. 


Federal 


On July 30 the Post Office Department 
issued a five-cent stamp to honor the health 
professions. The design, executed by Gerald 
Trottier, Ottawa, includes a head-and- 
shoulders sketch of a nurse and the slogan, 


in English and French, “Health Guards the 
Nation.” 


Hospital construction grants recently ap- 
proved under the National Health Program 
include: British Columbia—Whalley Health 
Centre, Whalley, North Surrey, $15,000; 
McBride and District Centennial Health 
Centre, $7,000; Alberta—Hanna Municipal 


Hospital, $8,000; Royal Alexandra Hospital, 
Edmonton, nurses’ residence and nurses’ 
training school, $287,250; Turner Valley 
Municipal Hospital, nurses’ residence, $4,500; 
Provincial Training School, Red Deer, 
$89,337; Wainwright Municipal Hospital, 
nurses’ residence, $13,000; High River 
Municipal Hospital, $22,250; Deerholme, 
Red Deer, $176,355; Provincial Auxiliary 
Mental Hospital, Claresholm, $76,500; Sas- 
katchewan—Cupar Union Hospital, $36,373; 
Carlyle Health Centre, $5,913; Luseland 
Health Centre, $4,366; Regina General Hos- 
pital, $25,800; Hudson Bay Union Hospital, 
$34,960; Moose Jaw Union Hospital, $4,200; 
Watson Union Hospital, nurses’ residence, 
$9,000; Leader Union Hospital, nurses’ resi- 
dence, $11,250; Kerrobert Union Hospital, 
$73,973. 


The Central Mortgage and Housing Cor- 
poration has awarded grants totalling $41,250 
to the cities of Moncton, N.B., Kingston, 
Ont., and Saskatoon, Sask., to assist with the 
costs of carrying out urban renewal studies. 
In each case the grant will pay 75% of the 
cost of the study, with the city paying the 
remainder. A similar survey at a total cost 
of $48,500 is currently being considered for 
the city of Ottawa, Ont. 


K. C. Hossick, chief, narcotic control 
division, Department of National Health and 
Welfare, received a life membership in the 
Canadian Pharmaceutical Association during 
its annual convention in Edmonton in 
August. 


A federal health grant of more than 
$46,400 has been allotted to the Notre Dame 
de la Garde Hospital, Cap aux Meules, 
Magdalen Islands, Que., to help meet the 
costs of technical equipment to improve 
diagnostic and treatment services in this iso- 
lated part of the province. A grant of $21,200 
has don been set aside for the Notre Dame 
de Charny Hospital, Charny, Que., to help 
meet the costs of diagnostic X-ray equipment 
needed to improve diagnostic services in 
this district. 


Dr. Joseph Auer, head of the rg, se 
of Anatomy, University of Ottawa, has been 
appointed assistant director of the National 
Research Council’s medical research division. 
He succeeds Dr. G. H. Ettinger, dean of 
medicine, Queen’s University, Kingston, Ont. 
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A new medical and biological film library 
catalogue, prepared by the National Film 
Board, has been produced by the Informa- 
tion Services Division, Department of 
National Health and Welfare. The catalogue 
lists 325 films suitable for use in medical 
schools and hospitals as well as by medical 
and allied professions. The films are avail- 
able on loan only to qualified groups or 
individuals for showing to professional audi- 
ences. Copies of the catalogue are available 
from the Information and Promotion Divi- 
sion, National Film Board, Box 6100, Mont- 
real 3, Que. 


Dr. J. H. Grove, chief, blindness control 
division, Department of National Health and 
Welfare, attended the 18th international 
congress of ophthalmology held in Brussels, 
Belgium, early in September. 


Robert M. Clements, Winnipeg, formerly 
director of finance for the Manitoba Hos- 
pital Services Plan and for two years a con- 
sultant to the Manitoba Hospital Rate Board, 
has been appointed as consultant in hospital 
accounting in the hospital insurance admin- 
istration, Department of National Health 
and Welfare. Mr. Clements, who received 
his accountancy training in Regina, has also 
served on the staff of the Saskatchewan pro- 
vincial auditor and as a hospital accountant 


with the Saskatchewan Hospital Services 
Plan. 


The University Hospital, Saskatoon, Sask., 
was recently awarded a national health grant 
of $2,700 towards the cost of a children’s 
preventive ee and consultation 
service being develo in the out-patient 
department of this hospital under the di- 
rection of Dr. R. Murray, professor of 
ophthalmology, University of Saskatchewan. 


In a recent experiment in civil defence, 
a new mobile 200 bed improvised hospital 
was set up and placed in operation within 
57 minutes following the arrival of the con- 
voy at the Canadian Civil Defence College, 
Arnprior, Ontario. The packaged hospital 
was convoyed into the college grounds on 
six 2% ton trucks, manned by 100 members 
of No. 1 Field Ambulance RCAMC and a 
detachment of RCASC mechanics from 
Camp Borden. The unit includes facilities 
for the care of 200 patients, three operating 
rooms, an X-ray unit, a pharmacy, a labora- 
tory, plus a generator and collapsib le rubber 
water tank and power pump, making it in- 
dependent of local conditions for power and 
water facilities. The hospital unit includes 
10 doctors, 3 dentists, 2 pharmacists, 20 
registered nurses, 30 auxiliary nurses and 
others trained as stretcher bearers, orderlies 
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and general handymen, to a total of ap- 
proximately 100. 


Hospital construction grants recently 
approved under the National Health Pro- 
gram include: Newfoundland—Grace Hos- 
pital, St. John’s, $725; Prince Edward Island 
—Charlottetown Hospital, nurses’ residence, 
$111,750; New Brunswick—Sackville Me- 
morial Hospital, $37,333; Quebec—Hopital 
St. Michel, Ville St. Michel, $84,143; 
Hopital St. Raymond, St. Raymond (Port- 
neuf county), $59, 483, Institut de Réhabili- 
tation, Montreal, $499,000; Hotel Dieu St. 
Vallier, Chicoutimi, nurses’ residence, 
$320,090; Ho6pital la Visitation, Montreal, 
$74,420; Hopital Général St. Vincent de 
Paul, Sherbrooke, $230,143; Ontario—Vic- 
toria Hospital, London, $15,903; Toronto 
East General and Orthopaedic Hospital, 
$331,813; South Huron and District Hos- 
pital, Exeter, nurses’ residence, $7,000; St. 
Bernard’s Convalescent Hospital, Willow- 
dale, $81,000; Hamilton General Hospital, 
$5,857; Smiths Falls Public Hospital, 
$31,703; Royal Victoria Hospital, Barrie, 
$7,529; Red Cross Hospital, Red Lake, 
$8,500; Ajax and Pickering General Hos- 
pital, Ajax, $16,292; Belleville General Hos- 
pital, $25,588; Plummer Memorial Hospital, 
Sault St. Marie, $1,153; North York Branson 
Hospital, Willowdale, $38,250; Metropoli- 
tan General Hospital, Windsor, $6,020; The 
General Hospital, Sault Ste. Marie, $5,112; 
St. Jean de Brebeuf Hospital Sturgeon Falls, 
$740; Manitoba—Concordia Hospital, Win- 
nipeg, $10,667; Saskatchewan—Central Butte 
Union Hospital, $12,500; Provincial Geri- 
atric and Rehabilitation Centre, Regina, 
$445,616; Gull Lake Union Hospital, 
$21,500; Provincial Geriatric Centre, Mel- 
fort, $225,000; Wadena Union Hospital, 
$1,447; British Columbia—Royal Columbian 
Hospital, New Westminster, $137,277; 
Lillooet District Hospital, $52,287; Green- 
wood Health Centre, $5,000, Kinsmen 
Health Centre, Trail, $14,133; Centennial 
Health Centre, Vernon, $15,000; Winder- 
mere District Hospital, Invermere, nurses’ 
residence, $4,000; Kitimat General Hospital, 
$362,387; St. Paul's Hospital, Vancouver, 
internes’ residence, $9,694; Port Alberni 
Health Centre, $13,000; Centennial Health 
Centre, White Rock, $14,087; Williams Lake 
Health Centre, $15,000. 


British Columbia 


Dr. A. Vogelsang, Director, Selkirk Health 
Unit with headquarters at Nelson, has re- 
signed to return to private practice. 


’r. John Phillips, having completed post- 
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graduate training leading to a D.D.P.H. at 
the University of Toronto’s School of Hy- 
giene, under a National Health Grant Bur- 
sary, has returned to Vernon as Regional 


De nts il Consultant for the Okanagan health 
units. 


Under the chairmanship of Dr. G. F. 
Amyot, Deputy Minister of Health, the 
Health Officer's Council met in Victoria on 
September 3, 4 and 5. These meetings, 
scheduled bi-annually, provide opportunities 
for health unit directors and senior medical 
health officers of Victoria and Vancouver for 
review, modification and formulation of pub- 
lic health policies and programs in the 
province. 


Dr. A. A. Larsen, epidemiologist, pro- 
vincial Department of Health and Welfare, 
has left to do a year’s post-graduate work 


in epidemiology at the University of Min- 
nesota. 


Alberta 


Dr. J. L. C. Perrault, a graduate of Mc- 
Gill, has been appointed medical officer of 
health of the Jasper Place Health Unit in 
place of Dr. G. D. Whitmore, who resigned 


in June. 


Dr. R. F. Brown, a graduate of the Uni- 
versity of Toronto, has been appointed 
medical officer of health of the Grande 
Prairie Health Unit in place of Dr. P. P. 
Rowan, who recently returned to Ireland. 
Dr. Brown was formerly Chief of Preventive 
Medicine with the United Nations Korean 
Reconstruction Agency. 


The Provincial Department of Public 
Health has commenced in the Edmonton 
area a program of vaccination against polio- 
myelitis for some 2,000 civil servants up to 
the age of 40. 


Manitoba 


The Manitoba government has announced 
a new policy whereby all adults in Manitoba, 


up to the age of 40, are now eligible to 
receive polio vaccine free. Administration 
of this vaccine is free to those in the age 


group of 6 months up to and including grade 
12, however, those ihe this age group will 
pay their private physicians for the adminis- 
tration of the vaccine. 


Dr. W. G. French has been appointed 
medical director for the Red River Health 
Unit and will be located at Steinbach. Dr. 
French is a graduate of the Glasgow Uni- 
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versity, and recently arrived in Winnipeg 
after spending a year in Newfoundland. 


Ontario 


The Ontario Department of Health ex- 
hibit at this year’s Canadian National Ex- 
hibition featured the Air Pollution Control 
Branch of the Division of Industrial Hy- 
giene, the Division of Laboratories and the 
Division of Maternal and Child Health. 
The Air Pollution display showed a three- 
dimensional picture of some of the more 
comon sources of pollution such as train, 
factory and incinerator smoke. Interest was 
added by a smoke haze created from a 
special chemical driven through hidden tubes 
by means of a small air compressor. The 
lab featured analysis of samples submitted 
by physicians throughout the province for 
the presence of blood-sugar ak also a ser- 
vice to Exhibition visitors where blood was 
taken by means of the finger-drop method 
and analyzed for sugar content on the spot. 
The Maternal and Child Health section of 
the display presented “live” demonstrations 
of formula-making by public health nurses. 
Nurses taking part were on the staff of 
health units in East York-Leaside, Halton 
County, York County, Peel County and the 
de »partments of health in Etobicoke, Hamil- 
ton, North York Township, Scarborough 
Township, York Township and Toronto. 


The Ontario Department of Health had 
a large display at the Central Canada Ex- 
hibition in Ottawa. Here, eight foot high 
letters spelling the word HEALTH acted as 
Question Boxes for button-pushing exhibit 
visitors who sought answers to the health 
questions printed beside the buttons con- 
nected to counters in front of each letter. 
When a button was pushed a light flashed 
on the corresponding letter revealing the 
answer, 


At both the Toronto and Ottawa exhibi- 
tions the public had an opportunity to order 
health pamphlets and other literature dis- 
tributed by local medical officers of health 
in the Publications Branch of the Depart- 
ment. 


Nova Scotia 


The following nurses have been granted 
National Health Grant bursaries to take the 
course in public health nursing at Dalhousie 
University this fall: Misses Carol Smith, 
Windsor; Pauline MacDougall, Sydney; 
Marion Grandy, Truro; Audrey Sheppard, 
Sydney; Barbara Morris, Halifax; Isobel 
Aiken, New Clasgow; 


Margaret Johnstone, 
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Thorburn; Elnora 
Connie Anderson, 
Rhindress, Amherst. 


Jackson, Bridgetown; 
Saskatchewan; Mrs. E. 


Mrs. Christine (MacIntosh) Langille who 
has been supervisor of nurses in the Lunen- 
burg-Queens Divisions for the past few years 
has resigned from the public health nursing 
staff. Other recent resignations include 
Misses Ruth Hayden, New Glasgow; Barbara 
Miller, Hantsport; Anne Gillis, Sydney; 
Nadine Boehner, Pictou. 


Prince Edward Island 


Dr. M. L. Bonnell, Provincial Minister of 
Health, has recently approved on behalf of 
the provincial government a grant of 
$118,533.33 towards the construction of a 
new wing for the Prince Edward Island Hos- 
pital. The new wing will be a four storey 
structure and will include laundry and cen- 
tral supply in the basement, a kitchen and 
dining room on the first floor, a maternity 
section on the second floor. The third floor 
will be used for surgery and the top floor 
will have general hospital beds. Also a 
proved by the Minister was $1,929 for addi- 
tional equipment for the rehabilitation center 
in Charlottetown. In addition to these grants, 
the Minister approved an extra $12,086 for 
the Charlottetown Hospital Nurses’ Resi- 
dence. This brings the total amount con- 
tributed by the provincial government to- 
wards the construction of the residence to 
$123,836. 


Dr. A. A. MacVicar, psychiatrist with the 
Department of Health for the past seven 
years has resigned to take a position in St. 
Thomas, Ontario. 


The twenty-second meeting of the Inter- 
provincial Planning Committee on Health 
for the four Atlantic provinces was held 
recently in Charlottetown. Representatives 
from all four provinces attended as well as 
Dr. K. C. Charron and Dr. C. L. 


Francis of 
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the national Department of Health and 
Welfare. Many topics concerning health in 
the region were discussed with emphasis 
being placed on the subject of hospital 
insurance. 


Dr. Owen Curtis, Deputy Minister of 
Health, has been appointed Provincial Ad- 
ministrative Director for the Interim Hos- 
pital Insurance Services Committee for 
Prince Edward Island. Dr. Burton Howatt, 
former Health Officer, has been appointed 
Assistant Deputy Minister of Health. Dr. 
Curtis will spend the greater part of his 
time on work connected with hospital insur- 
ance while Dr. Howatt will assume most of 
the duties of the deputy minister. 


In an attempt to help relieve apprehension 
and worry of patients while in a tuberculosis 
institution and to understand better the re- 
calcitrant patient, a combination group 
therapy—education program has been set up 
at the Provincial Sanatorium in Charlotte- 
town. The study and group work are being 
carried on by the Health Educator, Garth 
C. Crockett, in conjunction with Dr. E. M. 
Found, Semamein of the Sanatorium 
and Director of the Division of Tuberculosis 
Control and Dr. M. N. Beck psychiatrist. 


North-West Territories 


The Rotary Club of Dawson Creek is 
sponsoring a drive for a new health unit 
building which will cost $50,000 or more. 
Funds will be raised partly by this drive, 
and the federal and provincial governments 
will each contribute money towards the 
project. It is hoped that the unit will be 
ready by the fall. 


Deaths 
Pierre-Paul Bouchard, D.P.H., Health 
Officer, County Health Unit, Malbaie, Que- 


bec, died on April 1. 





Books and Reports 


DIAGNOSTIC MEDICAL PARASITO- 
LOGY by Edward K. Markell and Mari- 
etta Voge. Published by W. B. Saunders 
Co., Philadelphia, 1958. 276 pp., $7.00. 


“The primary purpose of this book” to 
quote the authors, “is to serve as a guide 
both to laboratory and clinical diagnosis of 
the protozoan and helminthic diseases of 
medical importance in this country, and to 
a less extent, to the arthropods in relation to 
disease.” 

The various parasites are considered by 
locations within the host. There are chapters, 
therefore, on intestinal protozoa, intestinal 
helminths, blood parasites, tissue parasites, 
arthropods and human disease. Other sec- 
tions include diagnostic methods, procedures 
and techniques. The book will be useful in 
medical schools and schools of public health. 
It will be especially valuable as a teaching 
manual in courses intended for those who 
plan to work in public health laboratories. 


PRACTICAL MEDICAL MYCOLOGY, 
Edmund L. Feeney, A.B., M.D. Published 
in Canada by the Ryerson Press, Toronto, 
1955, 145 pp., $5.00 


This monograph in the Bannerstone Di- 
vision of American Lectures in Internal 
Medicine presents in simple, compact, fac- 
tual style the essential knowledge in medical 
mycology, discussing each of the infections. 
A diagram for each disease portrays: cau- 
sative organism, geographic distribution, 
source of infection, clinical picture, labora- 
tory findings, mycology and, when import- 
ant, serology, skin tests and differential diag- 
nosis. Methods of treatment are included. 
This book is a unique contribution to medi- 
cal mycology. 


LABORATORY IDENTIFICATION OF 
PATHOGENIC FUNGI SIMPLIFIED, 
Elizabeth L. Hazen, Ph.D., Frank Curtis 
Reed, Division of Laboratories and Re- 
search, New York State Department of 
Health, Albany, N.Y., Ryerson Press, 
Toronto, 1955, 108 pp., $6.00. 


Students of mycology and particularly, 
public health laboratory workers, will appre- 
ciate this monograph based on the out- 
growth of an experience in teaching diag- 
nostic mycologic methods to students who 
had been trained in bacteriologic procedures, 
but who had little or no experience in the 
field of mycology. For each of the fungi 


included, — and_ microphoto- 
graphs are presented of the fungus and of 
the lesions in man and animals. The form 
of the presentation is most helpful and this 
small volume has proved to be invaluable to 
laboratory workers. 


USES OF EPIDEMIOLOGY. J. N. Morris, 
M.A., F.R.C.P., D.P.H. Published by 
E. & S. Livingstone Ltd., Edinburgh and 
London. Published in Canada by Mac- 
millan Co. of Canada Ltd., 70 Bond St., 
Toronto, 1957. 135 pp., $3.00. 


Dr. Morris is Director of the Social Medi- 
cine Research Unit of the Medical Research 
Council, London Hospital. In the preface 
he states that a more accurate title would 
be “Some Uses of Epidemiology in the Study 
of Non-Communicable Diseases”. Only a 
passing reference is made to infections. The 
purpose of this volume is to indicate how 
epidemiology can serve as a means of bring- 
ing clinical and preventive medicine to- 
gether. The author shows the use of epi- 
demiology in the historical study of the 
health of the community and of the rise 
and fall of diseases in the population, as 
well as useful “projections” into the future. 
In the community dnapaile of the presence, 
nature, and distribution of health and 
disease among the population, epidemiology 
has an important place. Epidemiology may 
be used to study the workings of health 
services and to estimate from the common 
experience the individual’s chances and risks 
of disease. It may help complete the clinical 
picture by including all types of cases in 
proportion, by relating clinical diseases to 
the subclinical, by observing secular changes 
in the character of disease. Again, it may 
identify syndromes from the distribution of 
clinical phenomena among sections of the 
population and in the search for causes of 
health and disease epidemiology may make 
important contributions. “Finally, epidemi- 
ology by identifying harmful ways of living, 
and by pointing the road to healthier ways, 
helps to abolish the clinical picture. One of 
the most urgent social needs of the day is 
to identify rules of healthy living that 
might reduce the burden of the metabolic, 
signin and “degenerative” diseases 
which are so characteristic a feature of our 
society. This is the main field today for 
the use of epidemiology”. 

Students of clinical and preventive medi- 
cine will be deeply indebted to Dr. Morris 
for this most helpful presentation of epi- 
demiology. 
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